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ABSTRACT
EVALUATION OF BEHAVIORAL SUBTYPES OF SEXUAL ADDICTION:
A LATENT PROFILE ANALYSIS OF SEXUAL BEHAVIORS
by Nicole Lea Blazek
August 2013
Sexual addiction has been characterized as out of control sexual behavior that
leads to decreased functioning and negative consequences in a number of areas (Kafka,
2010). The current study aimed to demonstrate whether or not homogenous classes of
individuals presenting for treatment and diagnosed with sexual addiction could be
identified utilizing a person-centered approach, Latent Profile Analysis, using sexual
behavior frequency scales from the Sexual Dependency Inventory-4.0 (SDI-4.0; Green,
Arnau, & Carnes, 2013) as indicators. After identifying the distinct subclasses of sexual
behaviors, the study examined the nature of the groups through an analysis of external
correlates of group membership. Specific external correlates that were examined included
personality and psychopathology traits measured by the Minnesota Multiphasic
Personality Inventory-2-Restructured Form (MMPI-2-RF; Ben-Porath & Tellegan, 2008).
The current study identified five latent classes of men presenting for treatment of sexual
addiction based upon their sexual behaviors using Latent Profile Analysis. These classes
could be described as one that engaged in below average levels of sexually addictive
behaviors, one that engaged in humiliation, domination and pain exchange behaviors,
another that reported average levels of sexual addiction behaviors, a fourth that reported
the use of drugs, exhibitionism and anonymous sexual behaviors and a final class of
individuals who used money and power to support their sexual behaviors. Participants in
the current study shared a number of presenting concerns including engaging in
ii

compulsive sexual behaviors, being distressed about their actions and experiencing
consequences related to their addiction. These similarities suggested these individuals’
presenting concerns may be best accounted for by shared phenomenon, such as a
diagnosis of sexual addiction. However, the results of the current study also indicated that
these classes differed in terms of personality traits, psychopathology, demographic
variables and the types and number of consequences related to their sexually addictive
behaviors. Therefore, careful assessment and treatment planning should be conducted in
order to address these differences and to develop the most effective treatment
interventions.
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CHAPTER I
INTRODUCTION
Out of control or excessive sexual behaviors have been the topic of a great of deal
debate for over 2,200 years and much controversy still exists about how best to
conceptualize these types of behaviors (Bancroft & Vukadinovic, 2004; Groneman,
2000). One current view of these behaviors is as a sexual addiction, which has been
characterized as out of control sexual behavior that leads to decreased functioning and
negative consequences in a number of areas (Kafka, 2010). Estimates of the prevalence
rates of sexual addiction or sexually compulsive behaviors range from 3-10% of the
population and it has been found to occur more frequently in men than women (Black,
2000; Coleman, 1992; Dodge, Reece, Cole, & Sandfort, 2004; Earle & Crowe, 1990).
Sexual addiction is distinguished from normal sexual activity because engaging in sexual
activities by someone with sexual addiction is viewed as being an uncontrollable and
repetitive behavior intended to reduce or avoid negative emotions. Cooper and Lebo
(2001) view sexual addiction as being chronic and progressive and with the potential to
be fatal for those who experience it. They reported that indictors of sexual addiction
include a high level of tolerance for sexual behaviors, the presence of cravings, a
dependence upon sexual behaviors, symptoms of withdrawal, obsessions about sexual
behaviors, compulsions to carry out sexual acts, secrecy and a change in personality.
Notably, a number of these indicators are consistent with the Diagnostic and Statistical
Manual-IV-TR (DSM-IV-TR; American Psychiatric Association, 2000) symptoms of a
substance dependence disorder.

2

Previous research has shown that people who present with sexual addiction are
not a homogeneous group, but rather show high variability in terms of the specific sexual
behaviors through which the addiction is manifested (Carnes, 1991). Further, some
researchers have found that different patterns of sexual behaviors in sexual addicts show
some differences in patterns of correlations with personality traits and psychological
symptoms (Arnau, Green, Blazek, Todd, & Carnes, 2011; Giugliano, 2008; Miner,
Raymond, Mueller, Lloyd, & Lim, 2009; Perry, Accordino, & Hewes, 2007); however,
there is a definite lack of research on this particular topic utilizing large clinical samples
of sexually addicted individuals. One of the reasons for this lack of data from clinical
samples is that this population is notoriously difficult to access given the sensitive nature
of the presenting issues (Giugliano, 2008). The current study, however, addresses this
dearth of research and utilizes data from a sample of men presenting for sexual addiction
treatment at various outpatient and inpatient treatment centers. The purpose of the current
study is to determine if latent classes of sexual addicts can be identified, based on sexual
behaviors, and if so, to evaluate patterns of personality, psychopathology and
demographic variables related to group membership.
Conceptualizations of Excessive Sexual Behaviors
Having a clear conceptualization of the driving mechanisms of excessive sexual
behaviors is imperative for a better understanding of how these behaviors are developed
and maintained. Further, not having a clear set of criteria for and definition of excessive
sexual behaviors makes it difficult or impossible to assign a diagnosis to these behaviors,
which reduces effective communication between clinicians and limits insurance company
reimbursement for treatment. This information also helps clinicians and researchers
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design more successful treatments, but debate continues about how best to classify
excessive sexual behaviors. The most prominent current theories have conceptualized
excessive sexual behaviors as either (a) an impulse control problem, (b) a sexual
compulsion, or (c) a sexual addiction.
A number of researchers have conceptualized excessive sexual behaviors as being
related to a dysregulation in impulse control (Barth & Kinder, 1987; Coleman, 2005;
Miner et al., 2009). Bancroft and Vukadinovic (2004) claim that whereas this
conceptualization may help explain part of the excessive sexual behavior process, it
really only describes these behaviors as a problem with self-control. Thus,
conceptualizing excessive sexual behaviors purely as an impulse control problem does
not help clinicians fully conceptualize the presenting problems of their clients or aid them
in designing and implementing effective treatments. Other researchers have argued that
excessive sexual acting out behaviors are more akin to compulsions than impulse control
disorders (Kalichman & Rompa, 1995). Kelly, Bimbi, Nanin, Izienicki, and Parsons
(2009) argue that the problem with conceptualizing excessive sexual behaviors as
compulsions is that people engaging in them generally derive some type of pleasure from
them, whereas the sexual compulsions associated with Obsessive Compulsive Disorder
typically have been associated with distress and anxiety as well as a lack of sexual
arousal.
Carnes (1991) and Wines (1997) both contend that what distinguishes excessive
sexual behaviors from pure impulsions and compulsions is the capacity of the sexual
behavior to produce pleasure while also leading to a reduction of negative emotions. This
conceptualization of excessive sexual behaviors lends itself to viewing these behaviors as
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more of an addictive process. Individuals presenting with excessive sexual behaviors
often report a number of negative consequences consistent with dependence. For
example, Cooper and Lebo (2001) state that people presenting with sexual addiction
often report symptoms of withdrawal when not engaging in the sexual behaviors. They
reported that people who are withdrawing from excessive sexual behaviors often
experience high levels of anxiety, depression, fatigue, headaches and physical cravings,
which can last anywhere from a few days to a year. Further, Giugliano (2008) reported
that people engaging in sexually addictive behaviors report an increased sense of
dependency on the behaviors, which is also characteristic of the addiction process. This
dependency is often associated with impairment in social, occupational and interpersonal
functioning. For the purpose of the current study excessive sexual behaviors are
conceptualized as best being captured by the construct of sexual addiction. Although the
sexual addiction model does appear to be a better fit with the phenomenology of
excessive sexual behaviors (as discussed previously), the choice of conceptualizing the
syndrome via the addiction model in the current study is not necessarily an endorsement
of one model over the other. Rather, this choice was a function of the source of the
sample, in that participants were recruited through a network of treatment centers that
tend to adhere to the addiction model.
Different Sexual Acting Out Behavior Types
One of the problems with attempting to determine how best to categorize sexual
acting out behaviors is the multitude of sexual behaviors in which individuals engage.
Using a factor analysis of data from people presenting with sexual addiction, Carnes
(1991) identified ten categories of sexually addictive behaviors: fantasy sex, seductive
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role sex, anonymous sex, paying for sex, trading sex, voyeuristic sex, exhibitionist sex,
intrusive sex, pain exchange and exploitative sex. Schneider and Irons (2001) reported
that people presenting with sexual addiction typically engage in sexual behaviors from an
average of three of these categories. Fantasy sex involves obsessing about sexual
fantasies and often includes attempts at real life recreations of the fantasies. Seductive
role sex is characterized by attempting to gain multiple sexual and romantic partners by
engaging in sexually seductive behaviors. Anonymous sex includes behaviors such as
having sex with strangers and participating in a number of one night stands. Paying for
sex involves paying prostitutes for sex or calling phone sex lines. Similarly, trading sex
involves the exchange of drugs or money for sexual favors or the attendance of swingers
clubs to trade partners. Voyeurism involves becoming sexually aroused by watching
people secretly while in a state of undress or engaged in sexual activity. This type of
sexual behavior is often combined with compulsive masturbation, which has the potential
to result in physical injury (Schneider & Irons, 2001). Individuals who engage in
exhibitionism become sexually aroused by exposing their genitals to strangers. Intrusive
sex includes engaging in unwanted sexual behaviors or gestures towards others and may
also include frotteuristic behaviors. Pain exchange occurs when people become aroused
by giving or receiving pain during sexual activities. Finally, exploitative sex occurs when
an individual forces or coerces someone into sexual activity. This can include behaviors
such as rape, sexual contact with minors or sexual harassment.
In 2005 Carnes, Murray, and Charpentier updated Carnes’ ten sexual behavior
types based on an analysis of the sexual behavior patterns of 1,604 men and women
presenting for inpatient treatment of sexual addiction. These researchers identified 16
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factors of sexual behaviors in this sample to clarify the patterns of sexual behaviors.
Carnes identified these sexual behavior subtypes by factor analyzing item responses to
various versions of the Sexual Dependency Inventory-Revised (SDI-R; Carnes &
Delmonico, 1996). To date, only item level analyses of the SDI-R behaviors have been
published. No studies investigating the existence of similarities of people based on sexual
behaviors have been published that utilized a person centered approach, such as latent
profile analysis.
It should be noted that not all sexual addiction behaviors carry the same amount
of risks or negative consequences. For example, rape involves a higher level of risk than
thinking about sexual fantasies, because rape involves harm to others and the potential for
severe consequences, whereas thinking about sexual fantasies does not. It is also
important to note that not every person who meets the criteria as having a sexual
addiction engages in all of these behaviors and not every person who engages in these
behaviors could be considered to meet the criteria for having a sexual addiction. A
number of these behaviors (e.g, masturbation, fantasy) have some normative bases; it is
when they become uncontrollable, distressing and cause impairment that they begin to
qualify as a sexual addiction. Having a better understanding of the types of behaviors
people presenting with sexual addiction engage in, as well as their relation to various
psychopathologies and personality traits, can help clinicians have a better understanding
of clients’ presenting problems, which may lead to more effective treatment design and
implementation.
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Assessment of Sexual Addiction
One broadband measure of sexual addiction and sexual behaviors is the Sexual
Dependency Inventory-Revised (SDI-R; Carnes & Delmonico, 1996). The SDI-R is a
207-item instrument designed to measure the frequency of various sexual behaviors and
the power associated with them. The power the behavior has for the individual can be
conceptualized as how emotionally provoking thinking about the behavior is, whether
distressing, pleasurable or arousing. The previously discussed ten categories of sexually
addictive behaviors found by Carnes (1991) map onto the 19 behavior scales of the SDIR.
Individuals who complete the SDI-R also answer questions regarding the types of
consequences they have experienced as a result of their sexual addiction. Test takers
indicate whether they were currently or had ever experienced a variety of consequences
of their sexual behaviors in the following areas: physical, emotional, spiritual, legal,
career or educational and family or partnership. Scores are then calculated for the total
number consequences experienced in each of these different areas.
Carnes and Adams (2002) recommend only using the SDI-R if the presence of
sexual addiction is probable because it is such a lengthy assessment and is primarily
intended to determine the sexual behaviors that are prominent in an individual thought to
have sexual addiction. Giving a brief screener, such as the Sexual Addiction Screening
Test-Revised (SAST-R; Carnes, Green, & Carnes, 2010), before giving the SDI-R may
help clinicians determine whether or not a client is experiencing sexual addiction and
therefore should take the SDI-R.
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Recently Green, Arnau and Carnes (2013) redefined the scales of the Sexual
Dependency Inventory by factor analyzing item responses. They developed seven higherorder scales, 20 behavior scales and 15 preoccupation scales for the Sexual Dependency
Inventory-4.0 using a large clinical sample. Effort was also taken to improve the
psychometric properties of the measure, yielding many subscales that are quite similar to
the previous edition, but which have a more stable factor structure and are more
homogeneous in content.
DSM-IV and DSM-5 Conceptualization of Sexual Acting Out
Although the International Classification of Diseases (ICD-10; World Health
Organization, 1992) includes a diagnosis of Hypersexual Disorder under the category of
sexual dysfunction, the DSM-IV-TR (American Psychiatric Association, 2000) did not
have a diagnosis pertaining to excessive sexual behaviors. The psychological community
has been somewhat hesitant to embrace a diagnosis of sexual addiction, which has
resulted in this lack of a formal diagnostic category for these behaviors. One reason for
this reticence is that unlike substance addiction, sexual addiction involves behaviors that
are part of normal development and human nature. Levine (2010) offered another reason
why a diagnosis of sexual addiction was not included in the DSM-IV-TR. He
hypothesized that DSM committees have not been fully swayed to view sexual addiction
as a legitimate psychological disorder, possibly because of the heterogeneity of symptom
presentations in people with excessive sexual behavior, the potential moral judgments
involved in labeling sexual behaviors as pathological and finally, the possibility that the
label of sexual addiction may actually be a misnomer.
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Sexual Disorder, Not Otherwise Specified (NOS) in the DSM-IV-TR is the
diagnosis that is most commonly applied to people presenting for treatment of sexually
addictive behaviors (Irons & Schneider, 1996). This diagnostic category describes
excessive sexual behaviors as resulting in either:
(1) marked feelings of inadequacy concerning sexual performance or other traits
related to self-imposed standards of masculinity and femininity, (2) distress about
a pattern of repeated sexual relationships involving a succession of lovers who are
experienced by the individual only as things to be used, or (3) persistent and
marked distress about sexual orientation. (American Psychiatric Association,
2000, p. 582)
Unfortunately, Sexual Disorder, NOS does not fully capture the complex behaviors and
symptoms that define sexual addiction and therefore leaves a great deal to be desired as a
descriptive diagnosis. Further, because it only incorporates one specific type of sexually
addictive behavior, people who do not engage in that specific behavior would not meet
the criteria for the diagnosis. This lack of a clear diagnostic category for sexually
addictive behaviors has real life consequences for people presenting for treatment.
Without a diagnosis these individuals might not be able to get treatment paid for by their
insurance companies.
Five of Carnes’ (1991) sexual behavior categories are partially captured in the
DSM-IV-TR as paraphilias (voyeuristic sex, exhibitionistic sex, sexual
sadism/masochism, pedophilia and intrusive sex/frotteurism). The co-occurrence of
paraphilic behaviors and sexual addiction make determining an appropriate diagnosis
even more complex. Once again, if a person is engaging in a number of sexual behaviors

10

(including paraphilias and other excessive sexual behaviors) to the degree that a diagnosis
of sexual addiction appears warranted, simply assigning a diagnosis of a paraphilia would
be insufficient. The other behaviors in which the individual is engaging, the compulsive
nature of the behaviors and possible symptoms of withdrawal would not be accounted for
by such a diagnosis, which could potentially lead to a less clear picture of the person’s
presenting problems. Labeling these behaviors simply as paraphilias could also be
completely incorrect. To meet the criteria for a diagnosis of paraphilia, a non-human
object or non-consenting human that is arousing must be the only or primary source of
sexual arousal for the individual. As such, sexual arousal or satisfaction cannot be
achieved in the absence of the object. Although someone with sex addiction may indeed
engage in various paraphilic behaviors, they may also be able to become sexually aroused
in the absence of these paraphilic objects. Therefore, a diagnosis of paraphilia would be
ruled out, despite the presence of sexual behavior leading to clinically significant distress
and impairment.
Kafka (2010) reported that the DSM-5 Sexual and Gender Identity Disorders
work group recommended Hypersexual Disorder be included under the category of
sexual disorders in the recently released DSM-5 (American Psychiatric Association,
2013). Hypersexual Disorder was considered by this work group to be a non-paraphilic
disorder, but paraphilias can be comorbid with hypersexual disorder. Criteria for the
diagnostic category of Hypersexual Disorder included the following: (1) excessive time
spent engaging in or planning sexual activities, (2) repeatedly engaging in sexual
behaviors to alleviate negative emotions, (3) unsuccessful efforts to cut down sexual
behaviors, (4) engaging in sexual behaviors in response to stress, (5) and engaging in
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sexual behaviors without concern for the risk of harm. Interestingly, the work group also
recommended a criterion that the diagnosis of hypersexual disorder could not be applied
to anyone under the age of 18 years old. The proposed subtypes of hypersexual behavior
included masturbation, pornography, sexual behavior with consenting adults, cybersex,
telephone sex, strip clubs and a catchall category of other and were based upon previous
research (Kafka, 2010). A number of the proposed criteria of Hypersexual Disorder
mapped onto the criteria for substance dependence, including an attempt to reduce the
behavior and continuing to engage in the behavior despite the potential for negative
consequences. A recent DSM-5 task force demonstrated high reliability and validity of
this diagnosis in a field study (Reid et al., 2012); however, Hypersexual Disorder was not
included as a psychological diagnosis in DSM-5 (American Psychiatric Association,
2013).
Personality and Psychopathology Correlates of Sexual Addiction
A number of researchers have reported various psychological disorders and
personality traits that are related to sexual addiction symptoms; however, very few
studies have relied on clinical samples. Hollander and Wong (1995) found that substance
abuse, depression and anxiety were comorbid with sexual addiction. A 2009 study by
Miner et al. found similar comorbid disorders. Carnes (1991) examined the comorbid
psychopathology of 932 people with sexual addiction and found that 42% of the sample
also reported having a chemical dependency and 38% reported having an eating disorder.
In another clinical sample, 74% of 1,604 patients presenting for sexual addiction
treatment also met criteria for a substance dependence disorder. Sixty percent of the
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homosexual male participants and 40% of the heterosexual male and female participants
in the sample reported using substances at the same time as engaging in sexual behaviors.
Levine (2010) reported that some of the participants in his sample of men with
sexual addiction reported comorbid diagnoses of body dysmorphia, hypomania, social
phobia and depression. Raviv (1993) reported that 32 self-identified sexual addicts
reported higher levels of anxiety, depression, obsessions and compulsions and
interpersonal sensitivity on the Symptom Checklist-90-Revised (SCL-R-90; Derogatis,
1994) than 38 control participants.. Lee and Forbey (2010) demonstrated higher levels of
behavioral dysregulation, impulsivity and substance abuse were related to higher scores
on a measure of sexual preoccupation in a sample of 846 undergraduate men and women.
Low self-esteem, intimacy problems, anxiety in social situations, impaired social skills
and impulse control disorders have also been associated with sexual addiction (Kelly et
al., 2009).
Bancroft, Janssen, Strong, and Vukadinovic (2003) have demonstrated how
negative mood states may be related to people’s engagement in excessive sexual
behaviors. They studied 919 heterosexual men and found that the majority of the
participants reported a decrease in sexual desire when they felt depressed and/or anxious.
However, 15-25% of the men reported they actually had an increase in sexual desire
when they felt anxious or depressed. These researchers hypothesized that men who seek
out sexual contact when experiencing negative emotions may be seeking out validation
from others or personal contact. It could also be that these men desire sexual contact to
reduce their negative emotions, thus providing information about the driving mechanism
of their sexual behaviors. Another study by Bancroft and Vukadinovic (2004) found
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similar results. In their sample of 31 people presenting for treatment of sexual addiction,
a number of participants reported they were more likely to act out sexually when they felt
depressed or anxious (54% and 61%, respectively). Forty-five percent of the sample also
reported experiencing some symptoms of dissociation while engaging in sexual activities.
Further, compared to a control group, the participants with sexual addiction reported
higher levels of depression. They also reported higher levels of sexual arousal when
depressed or anxious than control group participants. On a related note, Stein et al. (1992)
demonstrated a reduction in sexually addictive behaviors when clients were treated with
mood elevating drugs, such as SSRIs. Therefore, treating underlying or comorbid
depression or anxiety in people presenting for sexual addiction treatment may lead to a
reduction in sexually addictive behaviors. The documented presence of comorbid
psychological disorders in people presenting with sexual addiction underscores the
necessity of conducting a thorough intake assessment in order to develop a
comprehensive and individualized treatment plan.
There is a noteworthy lack of studies that examine the different psychopathology
and personality correlates of the subtypes of sexual behaviors associated with sexual
addiction. One study reported a relation between sexual sadism and two components of
psychopathy, affective deficits and behavioral disinhibition (Mokros, Osterheider,
Hucker, & Nitschke, 2011). However, it should be noted this study relied on a forensic
sample of convicted sex offenders who were not screened for a diagnosis of sexual
addiction, so the results may not generalize to individuals presenting with sexual
addiction. Some studies have examined the demographic characteristics of people
engaging in internet usage for sexual gratification. One study, by Cooper, Scherer, Boies,
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and Gordon (1999) reported the attributes of the typical person who uses the internet for
sexual purposes. These researchers described the typical profile being that of a
heterosexual male, around 35-years-old, who is college educated and either married or in
a committed relationship. Another study by Perry et al. (2007) examined the differences
in sexual compulsivity and sexual sensation seeking in a college sample. Students who
were exposed to pornography at younger ages and upperclassmen were more likely to
report higher levels of sexual sensation seeking. Further, students with access to the
internet reported higher levels of sexual compulsivity and sexual sensation seeking.
MMPI-2 and MMPI-2-RF and Sexual Addiction
As previously discussed very few studies are available that utilize a clinical
population to examine the personality and psychopathology correlates of sexual
addiction. Studies that include a broadband measure of these constructs, such as the
Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher et al., 2001) in a
clinical sample are even more rare. Reid and Carpenter (2009) carried out the only
published study to date exploring the relation between psychopathology and hypersexual
behaviors utilizing the MMPI-2. They reported that, compared to the MMPI-2 normative
sample, patients seeking outpatient treatment for hypersexual behaviors had higher than
average scores on a number of scales, particularly on measures of distress, depression,
anxiety and social alienation. Interestingly, 38% of the patient group showed no to few
elevations on the MMPI-2, indicating they were not experiencing significant amounts of
stress. One of the most important findings from this study is that the participants
presenting with hypersexual behaviors were a fairly heterogeneous group. Using a cluster
analysis of MMPI-2 scale scores, these researchers found four separate groups of people
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presenting for outpatient treatment of hypersexual behaviors. One group presented with
normal psychological functioning and another group presented with moderately elevated
profiles suggesting antisocial behaviors, anxiety and unusual sensory experiences. The
third group appeared more pathological and reported symptoms of depression, anxiety,
social inhibition and unusual sensory experiences. The final group appeared the most
distressed and reported symptoms of depression, anxiety and social inhibition. They also
reported higher levels of somatic complaints, antisocial behaviors, paranoia and unusual
sensory experiences. Of note, these researchers did not examine whether or not these four
groups differed on the sexual behaviors in which they engaged.
To date, no studies have been published using the Minnesota Multiphasic
Personality Inventory-2-Restructured Form (MMPI-2-RF; Ben-Porath & Tellegan, 2008)
to examine personality traits and psychopathology in individuals presenting for treatment
of sexual addiction. One conference presentation is available that demonstrated different
personality traits and psychological symptoms between men presenting for treatment for
various sexual behaviors. Arnau et al. (2011) factor analyzed the behavior subscales of
the SDI-R to determine whether or not any second-order factors of sexual behaviors
would emerge. Their results indicated the presence of four higher-order factors of sexual
behaviors: (1) hostile/aggressive/pain, (2) preoccupied/indiscriminate, (3) abuse of trust
or power and (4) isolated/predatory. Further, these researchers examined the MMPI-2-RF
subscale correlates of these four higher-order factors. They reported all four factors were
significantly related to higher levels of behavioral dysfunction, disconstraint and negative
emotions. Further, humiliation/aggressive/pain and isolated predatory factors were also
related to higher levels of emotional and internalizing problems. The hostile/
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aggressive/pain factor was found to be related to significantly higher scores on measures
of antisocial tendencies, feelings of demoralization, stress, activation and a history of
juvenile conduct problems and substance abuse and . The preoccupied or indiscriminate
factor was related to significantly higher levels of paranoid ideations, substance abuse
and aggression. The abuse of trust or power factor was related to higher levels of
abnormal perceptual experiences, activation, substance abuse and aggression. Finally, the
isolated or predatory factor was related to significantly higher levels of demoralization,
paranoid ideation, activation, juvenile conduct problems, aggression and feelings of
helplessness. Taken together, these results indicate that people presenting for treatment of
sexual addiction may indeed be more heterogeneous than previously thought and that
these different subgroups of sexual behaviors may have distinct co-occurring presenting
concerns that need to be addressed.
The Current Study
The current study aimed to demonstrate whether homogenous classes of
individuals presenting for treatment and diagnosed with sexual addiction could be
identified using a person-centered approach, Latent Profile Analysis (LPA). LPA
involves using continuous observed variables to classify individuals into homogeneous,
underlying groups. Person-centered approaches evaluate relations between individuals, as
opposed to variable-centered approaches (for example, regression analyses) that examine
the relations between variables. The goal of LPA is to sort individuals into similar groups
based on latent, unobserved variables, while also having a sufficient level of
discrimination between the groups. Based upon the findings of Arnau et al. (2011) and
Reid and Carpenter (2009), which demonstrated heterogeneity among people engaging in
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excessive sexual behaviors, it was expected that distinct classes of sexual addicts would
emerge using several sexual behavior frequency scales from the SDI-4.0 as indicators. In
order to aid description of the classes of the selected solution, based upon sexual
behaviors, a one-way MANOVA was conducted utilizing the indicator variables. Once
the best number of classes was determined, the other goal of the study was to examine the
nature of the groups through an analysis of external correlates of group membership.
Specific external correlates that were examined include personality, psychopathology,
demographic and the consequences associated with the sexual addiction.
Having a clearer understanding of the behavioral subtypes of sexual addicts and
their related personality and psychopathology correlates may provide information leading
to a better understanding of the construct of sexual addiction. Carnes (1998) argued that
having accurate descriptions of patients’ behaviors and presenting problems can help to
legitimize the field and to determine what these behaviors should be called. Giugliano
(2008) maintained that in terms of sexual addiction, creating a “classification or
nomenclature provides a crucial vehicle for communication and allows clinicians and
researchers to structure questions and build knowledge” (p. 153). A clearer
conceptualization of sexual addiction and its related behaviors may also help address the
aforementioned criticisms of the diagnosis of sexual addiction.
Establishing a more complete picture of sexual addiction may help clear up the
confusion about what to label these behaviors. Not having a definitive diagnostic
category also limits how clinicians can be reimbursed for the treatment of sexual
addiction (Coleman-Kennedy & Pendley, 2002). Insurance companies generally refuse
to reimburse clinicians who treat patients with sexual addiction under the diagnostic
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category of Sexual Disorder, NOS (Cooper & Lebo, 2001). Unfortunately, due to the lack
of a more accurate diagnostic category, most clinicians are forced to use Sexual Disorder,
NOS as the diagnosis for people presenting with sexual addiction, thus decreasing the
likelihood of insurance company reimbursement for their services (Irons & Schneider,
1996).
Treatment planning and implementation may be more effective if clinicians have
a clearer picture of their clients’ sexual behaviors and related psychopathology and
personality traits. Viewing all people who present with sexual addiction as a
homogeneous group with identical presenting problems and auxiliary concerns can be
detrimental to the clients and lead to less effective interventions being implemented by
clinicians. As Levine (2010) noted a treatment plan for someone presenting with
excessive sexual behaviors should take into account the patient’s current circumstances,
cognitive capacities and underlying personal and interpersonal problems. He indicated
that all of these variables can vary from patient to patient; therefore, a careful assessment
of each client is imperative to designing effective treatments.
Schneider and Irons (2001) postulated that it is necessary to identify valid and
reliable categories of sexual behaviors because different behavior labels will necessitate
different treatment modalities to be implemented. One study has demonstrated different
levels of treatment effectiveness based on the different types of sexual behaviors in which
clients engaged. Stein et al. (1992) found that people presenting with paraphilias tended
to show the least amount of improvement following treatment, whereas individuals with
sexual obsessions tended to respond the best to medications. The differences in treatment
response may be due to qualitative differences suggesting heterogeneous subgroups of
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people presenting with sexual behavior problems. Taking these subgroups into account
when designing treatments could potentially lead to more effective interventions.
Being able to have a fuller understanding of sexual addiction and its related
behavior is imperative due to the serious real-life consequences associated with this
disorder. People presenting with sexual addiction often experience a variety of health
problems, which can lead to serious public health concerns as well. For example, men
who were HIV positive and reported higher levels of sexually compulsive behaviors were
also found to be more likely to report higher levels of unprotected sex with multiple
partners (Satinsky et al., 2008). They were also more likely to report higher levels of
concurrent drug use when engaging in sexual behaviors. Both of these findings could
potentially lead to an increase in the spread of sexually transmitted diseases. Kafka
(2010) listed a number of other serious consequences that can result from untreated
hypersexual behaviors including marital problems, divorce, sexually transmitted diseases,
financial difficulties and unplanned pregnancies. Psychological distress, social problems
and work difficulties can also result from sexual addiction (Kelly et al., 2009). A better
understanding of sexual addiction could possibly lead to more effective treatments being
designed, which may reduce the number of these negative consequences experienced by
people with sexual addiction while also benefiting society at large.
Another potential benefit of the current study is that it could help to better
establish the use of the SDI-4.0 as a reliable measure of sexual addiction in a clinical
sample. To the extent that subgroups emerge, using latent profile analysis to group
individuals based upon the sexual behaviors they engage in could also provide further
evidence for the usefulness of the SDI-4.0 in clinical samples. These goals should help
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address Garos and Stock’s (1998) concern about the lack of empirically supported
measures of sexual addiction. Further, establishing the external correlates of the different
behavioral subtypes may help clinicians develop a better understanding of what other
psychological symptoms and personality traits they may expect to see in people engaging
in certain sexual behaviors. Thus, if this aim is achieved, using the SDI-4.0 could
potentially result in a more thorough assessment and a more complete understanding of
the presenting concerns of people entering treatment for sexual addiction.
Anticipated Findings
This study utilized an exploratory LPA; as such there were not any strict
hypotheses. However, given the previously discussed research and theories of sexual
addiction some anticipated findings can be described. Based on the higher-order SDI-R
factors of Arnau et al. (2011), it was believed that at least four subgroups of sexually
addicted individuals based on sexual behaviors would emerge: (1) people who engaged in
hostile or aggressive sexual behaviors or were aroused by inflicting or receiving pain, (2)
people who were preoccupied with sexual behaviors, fantasies and relationships and went
to great lengths to engage in them, (3) individuals who abused the trust of others or used
power to gain sexual favors and (4) individuals who engaged in isolated or predatory
sexual behaviors. However, the current study was exploratory and additional clusters
could also have emerged.
Variables that may differentiate between the anticipated groups. A number of
variables were hypothesized to potentially be related to group membership. Given the
results of Mokros et al. (2011), which linked sexual sadism with affective deficits and
behavioral disinhibition, the anticipated subgroup of individuals who receive sexual
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pleasure from inflicting or receiving pain was expected to report higher levels of
emotional and behavioral dysregulation compared to other groups. These findings would
also be consistent with the results of Arnau et al’s (2011) study. The subgroup of people
who are preoccupied with sexual fantasies and relationships was expected to report
relatively higher levels of interpersonal problems, paranoia and aggressiveness. It was
believed that individuals in the anticipated subgroup reporting abusing trust of others to
gain sexual favors would also have relatively higher levels of antisocial tendencies,
substance abuse and aggressiveness. Furthermore, as this subgroup would have most
likely been made up of people in leadership positions and would have also had higher
levels of education than the other groups. The subgroup of individuals engaging in
isolated and predatory sexual behaviors were expected to report relatively higher levels of
introversion, antisocial tendencies, feelings of helplessness and activation. They may
have also been more likely to report legal consequences as a result of their sexual
addiction behaviors.
Socioeconomic status has been hypothesized to be a factor in determining what
types of people present for treatment of sexual addiction. Levine (2010) stated that
treatment of sexual addiction has been fairly limited to people with higher incomes
because of its associated costs. He found that people presenting for treatment of sexual
addiction tend to have higher levels of education as well. Some of the sexual addiction
behavior types posited by Carnes (1991) also rely heavily on higher income levels, such
as paying for sex or using money to influence others or gain sexual favors. Therefore,
income and education levels were examined in the current study to determine whether
they helped differentiate between people in the expected subclasses of sexual behaviors.
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Another variable that could potentially be related to different subtypes of
excessive sexual behaviors is sexual orientation. Kelly et al. (2009) reported that
compared to the overall population, gay and bisexual men are more likely to use illegal
substances. Further, in a study by Carnes (1991) homosexual men presenting for
treatment of sexual addiction reported higher levels of concurrent substance use and
engaging in sexual behaviors than heterosexual men and women also presenting for
sexual addiction treatment (60% vs. 40%, respectively). Therefore, it was anticipated in
the current study that sexual orientation may have been related to class membership, such
that homosexual and bisexual individuals were more prevalent in a class of individuals
that included the use of substances.
Age is another variable that may be related to the potential sexual behavior
subgroups. Giugliano (2008) argued that researchers need to examine how sexual
addiction changes over time, as it appears to be a progressive disorder. He stated that
differences in the developmental span of sexual addiction could have potential diagnostic
implications and be relevant when attempting to advance sexual addiction as a DSM
diagnostic category. People who develop sexual addiction may initially tend to engage in
fairly innocuous, impulsive sexual behaviors and then progress into riskier, more taboo
sexual behaviors that lead to impaired functioning as the addiction progresses. As sexual
addiction progresses people have also been shown to be less impulsive in their sexual
behaviors (Levine, 2010). Perry et al. (2007) supported the notion of the progression of
sexual addiction when they reported an increase in sexual sensation seeking behaviors as
age increased. As such, the ages of participants in the anticipated sexual behavior classes
were examined to determine if there were differences between the groups based on age.
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Statistical Procedures for External Validation of Groups
Once the best number of classes was determined using LPA, the differences
between the classes on a variety of variables was then examined. First, ANOVAs were
conducted to determine if there were any significant differences between the classes on a
variety of demographic measures including age, years of education and yearly income.
Chi-square analyses were also conducted to determine whether the classes differed in
terms of inpatient versus outpatient treatment, sexual orientation, or marital status.
MANOVAs were used to determine if there were significant differences between
the groups on personality traits, psychopathology and consequences of sexual addiction
variables. In order to aid ease of interpretability and to increase power, five separate
MANOVAs were conducted on the following sets of MMPI-2-RF scales: (1) HigherOrder, (2) Restructured Clinical, (3) Somatic/Cognitive and Internalizing Problems, (4)
Externalizing, Interpersonal and Interest and (5) Psychopathology-Five. A sixth
MANOVA was also conducted using the total number of consequences from each of the
areas (Total Consequences) to determine whether the groups differed on the
consequences of sexual addiction. Any significant MANOVA was then followed up with
a one-way ANOVA and Tukey’s Honestly Significant Differences post-hoc tests to
determine which MMPI-2-RF scales and Total Consequences scores were significantly
different between the classes.
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CHAPTER II
METHOD
Participants
The original sample included 611 individuals (559 men and 52 women)
presenting for treatment of sexual addiction at various inpatient and outpatient treatment
centers throughout the United States. All participants were previously diagnosed with
sexual addiction and their participation was completely voluntary. The 52 female
participants were removed from all remaining analyses due to the limited amount of
women who participated in the current study and the potential for different patterns of
correlates of sexual behavior in women.
Validity Criteria
Participants who produce invalid MMPI-2-RF profiles were excluded from the
analyses. MMPI-2-RF profiles were considered invalid if they met any of the following
criteria: a Cannot Say raw score (CNS) ≥ 15, an Adjustment Validity-r (K-r) T-score >
70, a True Response Inconsistency-r (TRIN-r),Variable Response Inconsistency (VRINr), or Uncommon Virtues-r (L-r) T-score > 80, an Infrequent Psychopathology
Reponses-r (Fp-r) T-score > 100, or an Infrequent Responses-r (F-r) T-score > 120. These
cutoffs were recommended by Ben-Porath and Tellegan (2008) to determine MMPI-2-RF
profile invalidity in clinical samples. A total of 27 participants were excluded from the
analyses due to producing invalid MMPI-2-RF profiles. There were no significant
differences between participants who produced invalid or valid profiles on ethnicity,
sexual orientation, marital status, age or years of education. However, individuals who
produced invalid MMPI-2-RF profiles were more likely to be younger (t(557) = 2.049,
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p=.041) and have lower annual incomes (t(556) = 2.174 p=.030) compared to those
individuals who produced valid profiles.
Final Sample
The final sample consisted of 532 male participants who produced valid MMPI-2RF profiles. Participants ages ranged from 18-78 (mean=43.17, SD=12.20). The sample
consisted of 469 (88.2%) Caucasians, 26 (4.9%) Hispanics, 10 (1.9%) AfricanAmericans, seven (1.3%) Asians and 20 (3.8%) participants who identified as other. The
majority of the final sample self-identified as heterosexual (N=457, 85.9%), while 39
(7.3%) identified as homosexual, 18 (3.4%) identified as bisexual and 18 (3.4%) reported
they were unsure of their sexual orientation. Three-hundred-fifteen (59.2%) participants
identified as married, 102 (19.2%) as single, 59 (11.1%) as separated, 30 (5.6%) as
divorced and one (0.2%) participant identified as widowed. Twenty-five (4.7%)
participants did not identify their marital statuses. Participants’ self-reported years of
education ranged from one to 27 (Mean=16.39, SD=3.44) and their reported yearly
incomes ranged from $0-$501,000 (Mean=$179,520, SD=$170,436). Finally, 301
(56.6%) participants were in inpatient treatment and 231 (43.4%) participants were in
outpatient treatment.
Instruments
The Sexual Dependency Inventory-4.0 (SDI-4.0)
The SDI-4.0 (Green, Arnau & Carnes, 2013) is a recent revision of the SDI-R
(Carnes & Delmonico, 1996) and includes 207-items designed to measure the frequency
of various sexual behaviors and the power associated with them. The power the behavior
has for the individual can be conceptualized as how emotionally provoking thinking
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about the behavior is, whether it is distressing, pleasurable or arousing. Test takers rate
each SDI-4.0 item twice, once for the frequency they engage in the behavior and once for
how powerful thinking about the behavior is for them. As such, the power ratings can be
conceptualized as reflecting the degree to which the individual reports being preoccupied
by thoughts about the behavior, independent of the degree to which they actually engage
in the behavior. Frequency responses are on a 6-point Likert scale ranging from 0 to 5 (0
= never, 1 = one time, 2 = seldom, 3 = periodically, 4 = often, 5 = very often) and power
responses also range from 0 to 5 (0 = no power, 1 = very low power, 2 = low power, 3 =
moderate power, 4 = high power, 5 = very high power). For the purposes of the current
study, only the scales composed of frequency ratings of the items (i.e., behavior scales)
were utilized in the analyses because the aim was to determine if there are qualitatively
distinct behavior subtypes of people with sexual addiction. However, preoccupation
scales based upon the power item ratings are also available on the SDI-4.0.
The SDI-4.0 yields scores for 20 behavior scales that measure how frequently
individuals report engaging in a number of sexual behaviors. High base rate behaviors
are captured by scales including Pornography Use and Phone Sex. Paraphilic behaviors
are measured with scales such as Humiliation & Domination, Object Sex, Pain Exchange,
Voyeurism & Covert Intrusions and Exhibition. Lower base rate behaviors that involve
force are measured by Exploitive Sex-Trust and Exploitive Sex-Children. The SDI-4.0
also includes behavior scales to measure more anti-social sexual behaviors including
Paying for Sex-Commercial, Paying for Sex-Power, Cruising Behavior, Swinging &
Group Sex and Drug Interaction. Other behavior scales of the SDI-4.0 include HomeProduced Pornography, Networking for Anonymous Sex, Conquest, Intrusive Sex,
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Relationship Addiction and Fantasy & Consequences. A breakdown of the types of
behaviors captured by the SDI-4.0 behavior scales can be found in Appendix B. As the
SDI-4.0 is a recently designed measure and no manual is currently available, no
published information regarding its reliability is currently available. However,
Cronbach’s alphas for the SDI-4.0 scales in the current sample ranged from .358 to .922
and are included in Appendix B. For the purpose of this study Linear T-scores for the
SDI-4.0 behavior scales were used in the analyses. The T-score computations were based
upon the scale means and standard deviations from a large clinical sample.
Participants in the current study completed the SDI-R (Carnes & Delmonico,
1996; the previous version of the SDI-4.0) online, as part of a larger battery of
assessment measures used by their intake counselors. As all of the items on the SDI-4.0
were retained from the SDI-R, the SDI-4.0 was able to be scored from participants’
responses to the SDI-R. Demographic information including age, gender, sexual
orientation, years of education, marital status and race was also collected during the SDIR administration.
Minnesota Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-RF)
The MMPI-2-RF (Ben-Porath & Tellegan, 2008) is a 338 true/false broadband
measure of personality and psychopathology. It also includes a number of scales to
measure test-taker attitude and response style, which aid in determining the validity of the
profile. MMPI-2-RF scale names and abbreviations are included in Appendix C. The
personality and psychopathology scales of MMPI-2-RF are organized hierarchically,
starting with general areas of dysfunction (Higher-Order scales), moving to more
broadband measures of psychopathology and personality (Restructured Clinical and
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Psychopathology-5 scales) and ending with more homogenous scales measuring specific
areas of concern (Specific Problem Scales). The Higher-Order scales include
Emotional/Internalizing Dysfunction (EID), Thought Dysfunction (THD) and
Behavioral/Externalizing Dysfunction (BXD) and can be conceptualized as overarching
difficulties that a person may be experiencing. The next level of scales in the hierarchy on
the MMPI-2-RF are the Restructured Clinical scales (RC), which measure a variety of
areas of psychopathology, including Demoralization (RCd), Antisocial Behaviors (RC4)
and Aberrant Experiences (RC8). The Psychopathology-Five scales (PSY-5) measure
pathological personality traits and can also help clarify elevations on the Higher-Order
scales. The PSY-5 include scales measuring Introversion (INTR-r), Negative
Emotionality (NEGE-r), Psychoticism (PSYC-r), Disconstraint (DISC-r) and
Aggressiveness (AGGR-r). The final level of scales in the MMPI-2-RF hierarchy is the
Specific Problem scales which is separated into two broad areas, Somatic/Cognitive and
Internalizing Problems and Externalizing, Interpersonal and Interest scales. These sets of
scales assess specialized issues including Activation (ACT), Shyness (SHY) and Selfdoubt (SFD). These scales can be used to help clarify elevations on the Higher-Order or
RC scales.
According to Tellegan and Ben-Porath (2008) the validity scales of the MMPI-2RF have one week test-retest reliability estimates ranging from .40 to .84 (n=193) and the
Higher-Order scales one week test-retest reliability estimates range from .71 to .90
(n=193). These researchers also reported one week test-retest reliabilities ranging from
.64 to .89 (n=193) for the RC scales, .60 to .92 (n=193) for the Specific Problem Scales
and .76 to .93 (n=193) for the PSY-5 scales. Internal consistencies ranged from .39 (HLP)
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to .87 (RCd) in the MMPI-2-RF normative sample of 1,138 men (Tellegan & Ben-Porath,
2008). The MMPI-2-RF has demonstrated good validity and the reader is referred to the
MMPI-2-RF technical manual (Tellegan & Ben-Porath) for a thorough review.
It should be noted that the MMPI-2-RF is an updated version of the Minnesota
Multiphasic Personality Inventory-2 (MMPI-2; Butcher et al., 2001), which is the most
frequently used personality and psychopathology measure by clinical psychologists
(Camara, Nathan, & Puente, 2000). Due to the fact that all of the MMPI-2-RF items are
included in the MMPI-2, MMPI-2-RF profiles can be scored using MMPI-2 responses.
Participants in the current study completed the MMPI-2 in the paper-pencil format and
their responses were scanned into a text file, which was then read into SPSS. An SPSS
scoring syntax was used to compute MMPI-2-RF scores from the MMPI-2 responses.
The average MMPI-2-RF scale scores, expressed as T-scores, for the total sample are
presented in Figures 1a to 1e.
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Figure 1a. Average MMPI-2-RF Higher-Order Scale Scores for the Total Sample.
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Figure 1b. Average MMPI-2-RF Restructured Clinical Scale Scores for the Total
Sample.
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Figure 1c. Average MMPI-2-RF Somatic/Cognitive and Internalizing Scale Scores for
the Total Sample.
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Figure 1d. Average MMPI-2-RF Externalizing, Interpersonal and Interest Scale Scores
for the Total Sample.
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Figure 1e. Average MMPI-2-RF Psychopathology-Five Scale Scores for the Total
Sample.
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Consequences of Sexual Addiction
Participants also answered 79 yes/no items indicating what types of consequences
they had experienced as a result of their sexual behaviors. They indicated both whether
they were currently or had ever experienced a variety of consequences of their sexual
behaviors in the following areas: physical, emotional, spiritual, legal, career or
educational and family or partnership. They answered these items when completing the
online SDI-R. For the purposes of the current study, the number of consequences the
participants had ever experienced in each area were calculated into a total score (Total
Consequences) for each area to be used in data analyses. Due to a data collection
problem, consequence items from 128 participants were not available for analysis. All
results regarding consequences of sexual addiction total scores include data from the
remaining 404 individuals from whom this information was available.
Procedures
The participants for the study were recruited from the caseloads of clinicians from
participating sexual addiction treatment centers. Prior to entering treatment all
participants completed an online version of the SDI-R, using a code number, as part of
the standard intake battery. After the participants consented to participate in the study, the
clinician administered the MMPI-2 in a paper-pencil format to the participant. Clinicians
from several sexual addiction treatment centers across the United States provided deidentified SDI-R and MMPI-2 protocols to the principal investigators to be used in a
larger study. The SDI-R and MMPI-2 responses were then matched by using a deidentified code number.
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CHAPTER III
RESULTS
Latent Profile Analysis
Latent Profile Analyses (LPA) were conducted using the statistical program
Mplus version 5.0 (Muthen, 2008) to determine if homogenous subgroups of individuals
exist based upon the frequency that they engaged in different types of sexual behaviors,
as measured by the behavior scales of the Sexual Dependency Inventory-4.0. The
appropriate number of behavior classes to retain was determined by examining a number
of different LPA solutions and evaluating the fit statistics associated with each model.
Seven different model solutions were explored utilizing between one and seven classes.
All SDI-4.0 Behavior scales were included in the model as indicators of latent class
membership.
Goodness of Fit Statistics
The fit of the different class solutions was determined by examining a number of
goodness of fit indicators, including the Bayesian Information Criterion (BIC), the
sample size adjusted BIC (aBIC), the Akaike Information Criterion (AIC) and the sample
size adjusted Lo-Mendel-Rubin (aLMR). The goodness of fit indicators for the various
class solutions are presented in Table 1. The number of classes in each solution with less
than 5% and less than 1% of the sample represented are also included in the table.
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Table 1
Goodness of Fit for SDI-4.0 Behavior Scale Models Based on Different Number of
Classes (N = 532)
N°
Groups
1
2
3
4
5
6
7

AIC
80259.69
78483.84
77847.48
77459.24
77119.90
76843.69
76643.33

BIC
80430.75
78774.72
78198.17
77899.73
77650.20
77463.81
77353.25

SSA-BIC
80303.78
78551.09
77937.88
77572.78
77256.59
77003.53
76826.31

aLMR
n/a
1804.16
673.25
427.01
378.47
315.81
240.63

pLMR
n/a
.0104
.1258
.2217
.6204
.5720
.7387

Class Sizes
<1%
<5%
0
0
0
0
0
0
0
0
0
1
1
1
1
2

Note. Significant p value printed in boldface. AIC = Akaike’s information criterion; BIC = Bayesian information criterion; aLMR=
sample size adjusted Lo-Mendel-Rubin; pLMR= p-value of the Lo-Mendel-Rubin statistic; SSA-BIC = sample-size adjusted Bayesian
Information Criteria; <1% and <5% = Number of groups with less than 1% and 5% of cases, respectively.

The AIC, BIC and aBIC statistics were examined first with better fitting models
being indicated by AIC, BIC and aBIC levels being lower. As the number of classes in
the model solutions increased, the AIC, BIC and aBIC levels all consistently decreased,
suggesting that increasing the number of classes in a model resulted in better fitting
models. The appropriateness of the selected number of classes to retain was then
examined by comparing the number of classes selected to a model containing one less
class and a model containing one more class with the aLMR statistic. The aLMR is a
statistical significance test to determine the difference in the fit between two separate
class solutions. If the aLMR statistic is significant when comparing the selected model to
a model containing one less class, it indicates that the model yields a fit to the data that is
statistically significantly better than that of the model with one fewer classes. Further
evidence for the appropriateness of the model would be demonstrated by the aLMR
statistic being non-significant when comparing it to a model containing one more class.
Based upon the aLMR criterion a solution with two models was indicated as it was the
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only solution with a statistically significant aLMR. However, the two class model did not
appear to fit with existing literature and it had higher AIC, BIC and aBIC levels than
solutions with more classes, suggesting models with more classes may be a better fit.
Further, it only resulted in one class of individuals who could be described as reporting
engaging in normal frequencies of sexually addictive behaviors and another class who
engaged in sexual addictive behaviors more frequently. Thus, this two class model did
not yield very useful or theoretically meaningful differences across the resulting groups
and it was also not as good a fit as models with higher levels of classes based upon the
other fit statistics. Therefore, a two class solution was not selected.
The practical significance of the classes was examined next by identifying any
classes containing less than 5% or 1% of the sample. Solutions with between one and
four classes had more than 5% of the sample represented in all of their classes. The five
class model had one class with 3.95% of the sample represented; however, the types of
sexually addictive behaviors these individuals reported engaging in more frequently
(exhibitionism, engaging in unwanted sexual behaviors, participating in anonymous
sexual encounters, etc.) are fairly low base rate behaviors which could explain the low
percentage of the sample represented within this group. The six class model resulted in
one class that had only two members (.38%), suggesting it was not a viable model.
Finally, the seven class model had one class with only six members (1.13%) and another
class with only two members (.38%), indicating that it was also not a viable solution.
Finally, due to the fact that the fit statistics were not consistent enough to
determine the number of classes to retain, the congruence of the class makeup with
existent theory and literature and the model’s interpretability was taken into account.
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Figures 2a-2g present the class SDI-4.0 behavior scale scores for the various class
models. Mean SDI-4.0 behavior scale T-scores were examined to determine whether a
three, four or five class solution resulted in the most clinically significant results that
matched with current theories about sexually addictive behaviors. The three class model
was rejected because it did not provide enough differentiation between groups based on
SDI-4.0 behavior scale scores. The four class solution did not differentiate well between
individuals who engage in more sadomasochistic behaviors and those who engage in low
base rate behaviors that are often more taboo or predatory in nature (for example,
exhibitionism, anonymous sex and engaging in unwanted sexual behaviors). However,
the five class solution resulted in a clear delineation between these groups. It also resulted
in three other classes that were easily interpretable and consistent with existing literature,
one of more that could be described as a below average group of sexual addicts, one that
engaged in an average frequency of sexual behaviors and a third group that appeared to
use financial resources and power as a way to exploit others sexually. Based upon these
results the five class solution was selected as the model that best fits the data and current
theory and the differences in SDI-4.0 behavior scale scores were explored further.
The classes were given the following names based upon their defining sexual
behavior scales or pattern of scales: Class One was named Below Average (BAVG),
Class Two was labeled Humiliation/Domination/Pain (HDP), Class Three was named
Average (AVG), Class Four was described as Exhibitionism/Anonymous/Drugs (EAD)
and Class Five was named Abuse of Trust/Power (ATP). The SDI-4.0 behavior scales
that defined the classes and their related external correlates are discussed further in
subsequent sections and are also presented in Appendix D.
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Figure 2a. Distribution of SDI-4.0 Behavior Scale Scores in One Latent Class Solution.
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Figure 2b. Distribution of SDI-4.0 Behavior Scale Scores in Two Latent Classes Solution.
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Figure 2c. Distribution of SDI-4.0 Behavior Scale Scores in Three Latent Classes Solution.
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Figure 2d. Distribution of SDI-4.0 Behavior Scale Scores in Four Latent Classes Solution.
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Figure 2e. Distribution of SDI-4.0 Behavior Scale Scores in Five Latent Classes Solution.
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Figure 2f. Distribution of SDI-4.0 Behavior Scale Scores in Six Latent Classes Solution.
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Figure 2g. Distribution of SDI-4.0 Behavior Scale Scores in Seven Latent Classes Solution.
43

44

Differences in SDI-4.0 Behavior Scale Means for the Five Class Model
A one-way MANOVA was conducted for descriptive purposes to determine if
there were significant differences between the five classes on the indicators of class
membership, the SDI-4.0 behavior scales. The following analyses were conducted to help
aid description of the classes based upon the frequency of different types of sexual
behaviors in which they engaged. Results indicated there was a significant multivariate
main effect for class membership, Wilks’ λ = .025, F (80, 1994.58) = 38.58, p < .001; η2
= .60. The significant MANOVA was followed up with one-way ANOVAs to determine
which SDI behavior scale scores significantly differed between groups. All of the one
way ANOVAs were significant at the p < .001 level and were followed up with Tukey’s
Honestly Significant Difference (HSD) post-hoc tests to compare the different classes on
each of the SDI-4.0 behavior scales. Results of the one-way ANOVAs and Tukey’s HSD
are presented in Table 2. Due to the number of post-hoc pair-wise comparisons
conducted, the alpha level was set at a conservative p < .001 for all subsequent analyses
to reduce the likelihood of committing a Type I Error.
As a general trend individuals in the Below Average (BAVG) class had lower
SDI-4.0 behavior scale scores than members of the other classes, with all of the BAVG
average scale scores falling below the mean of 50. Mean scale scores were significantly
lower for the BAVG class than all other classes on Fantasy Consequences, Relationship
Addiction and Phone Sex. Notably, there were no significant differences between the
other classes on these scales. The BAVG class also reported engaging in significantly
fewer Conquest, Intrusive Sex, Pain Exchange, Swinging Group, Paying Commercial,
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Voyeur Covert, Drug Interaction and Home Produced Pornography behaviors than
individuals in all other classes.
Individuals in the Humiliation/Domination/Pain (HDP) class had significantly
higher scores than members of the other classes on Humiliation/Domination and Pain
Exchange. The HDP class also had significantly higher scores on Porn Use than the
BAVG class and the Abuse of Trust/Power (ATP) class and significantly higher scores
on Intrusive Sex, Drug Interaction and Home-Produced Pornography than members of
BAVG and the Average (AVG) class. Average Object Sex scale scores were also
significantly higher in the HDP class than in BAVG, AVG and ATP.
Members of the Exhibitionism/Anonymous/Drug (EAD) class had significantly
higher scores on Exhibition, Cruising Behaviors and Swinging Group than all other
classes and were significantly more likely to report engaging in Drug Interaction, Object
Sex and Intrusive Sex behaviors than members in BAVG, AVG and ATP. EAD also had
significantly higher scores on Pain Exchange than BAVG, AVG and ATP and
significantly higher scores on Conquest behaviors than BAVG, HDP and AVG.

Table 2
Mean SDI-4.0 Behavior Scale T-Scores and ANOVA results for Five Class Latent Profile Model
BAVG

HDP

AVG

EAD

ATP

Total Sample

SDI-4.0 Scale

M
(n = 243)

M
(n = 35)

M
(n = 199)

M
(n = 21)

M
(n = 34)

M
(N = 532)

F
df =4, 527

Fant Consc
Diff from class

45.36
2, 3, 4, 5

57.77
1

57.43
1

61.28
1

54.31
1

51.87

87.37

Porn Use
Diff from class

46.15
2, 3, 4

57.12
1,5

55.66
1,5

57.33
1

48.51
2, 3

51.01

38.05

Net Anon Sex
Diff from class

45.40
2, 3, 4, 5

55.865
1,4

54.128
1,4

65.389
1,2,3

56.065
1

50.81

50.18

Swinging Group
Diff from class

46.22
2, 3, 4, 5

56.300
1,4

51.549
1,4,5

72.267
1,2,3,5

60.711
1,3,4

50.85

66.09

Crusing Beh.
Diff from class

46.84
3,4

52.611
4

51.755
1,4

87.329
1,2,3,5

49.927
4

50.84

114.42

Relat Addict
Diff from class

44.63
2, 3, 4, 5

57.666
1

56.060
1

62.373
1

61.160
1

51.51

107.02

Conquest
Diff from class

45.34
2, 3, 4, 5

57.263
1,4

53.321
1,4,5

67.171
1,2,3

64.193
1,3

51.17

99.51

Note. All one-way ANOVA F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Table 2 (continued).

SDI-4.0 Scale

BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df =4, 527

Intrusive Sex
Diff from class

46.09
2, 3, 4, 5

60.356
1,3

52.566
1,2,4

69.348
1,3,5

56.384
1,4

51.03

59.06

Hum Dom
Diff from class

45.96
2, 3, 4

76.799
1,3,4,5

51.874
1,2

56.593
1,2

50.296
2

50.94

124.11

Pain Exchange
Diff from class

46.06
2, 3, 4, 5

77.879
1,3,4,5

50.109
1,2,4

65.994
1,2,3,5

54.249
1,2,4

51.04

175.24

Paying Comm
Diff from class

46.60
2, 3, 4, 5

55.267
1

54.404
1,5

57.730
1

62.011
1,3

51.50

37.24

Paying Power
Diff from class

47.25
2,4,5

54.815
1,3,5

48.657
2,4,5

57.278
1,3,5

83.833
1,2,3,4

51.02

235.93

Phone Sex
Diff from class

46.12
2, 3, 4, 5

59.29
1

53.21
1

57.26
1

55.42
1

50.67

29.08

Voyeur Covert
Diff from class

45.00
2, 3, 4, 5

56.057
1

54.443
1,4

64.248
1,3

55.377
1

50.68

53.60

Note. All one-way ANOVA F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Table 2 (continued).
BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df =4, 527

Exhibition
Diff from class

46.69
2,3,4

56.947
1,4

51.758
1,4

78.862
1,2,3,5

49.336
4

50.70

80.40

Exploit Trust
Diff from class

49.12
5

55.967

51.000
5

52.627

63.633
1,3

51.35

15.06

Exploit Child
Diff from class

48.75
3

52.860

53.437
1

52.494

51.409

51.08

6.60

Drug Interact
Diff from class

46.94
2, 3, 4, 5

61.368
1,3

51.650
1,2,4

69.435
1,3,5

55.472
1,4

51.10

43.33

Object Sex
Diff from class

45.46
2,3,4

64.034
1,3,5

53.440
1,2,4

62.119
1,3,5

50.713
2,4

50.67

60.18

Home Porn
Diff from class

45.22
2, 3, 4, 5

59.016
1,3

52.924
1,2

58.816
1

54.018
1

50.11

45.50

SDI-4.0 Scale

Note. All one-way ANOVA F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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ATP had significantly higher scores than all other classes on Paying Power and
higher scores than BAVG and AVG on Exploiting Trust. Participants in this class also
reported engaging in significantly higher levels of Paying Commercial, Conquest and
Swinging Group behaviors than individuals in BAVG and AVG.
External Validation of Classes
After selecting the five class model as the solution that best accounts for distinct
classes of individuals based on sexual behaviors, the differences between the classes on
of a variety of external variables were examined. First, ANOVAs were conducted to
determine if there were any significant differences between the classes on a variety of
demographic variables including age, years of education and yearly income. Chi-square
analyses were also run in SPSS to determine whether the classes differ in terms of sexual
orientation, marital status or whether participants presented for inpatient or outpatient
treatment.
To aid interpretability and to increase power, five separate MANOVAs were
conducted on the following sets of MMPI-2-RF scales: (1) Higher-Order, (2)
Restructured Clinical, (3) Somatic/Cognitive and Internalizing Problems, (4)
Externalizing, Interpersonal and Interest and (5) Psychopathology-Five. A sixth
MANOVA was also conducted using the Total Consequences scores to determine
whether or not the groups differed on the consequences of sexual addiction. Any
significant MANOVAs were followed up with one-way ANOVAs and Tukey’s post-hoc
tests to determine which scales were significantly different between the classes.
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Demographic Variables
One-way between subjects ANOVAs were conducted to determine if the
identified classes significantly differed between age, years of education and annual
incomes. There were no significant differences between the classes on years of education,
F (4, 444) = 0.233, p = .920. Significant differences were identified between classes on
annual income, F (4, 527) = 6.106, p < .001 and age, F (4, 527) = 5.312, p < .001. Tukey
post-hoc comparisons of the five classes indicated that individuals in the BAVG class (M
= 45.12, SD = 12.91) and ATP (M = 47.41; SD = 10.91) were significantly older than
individuals in the AVG class (M = 40.93, SD = 11.46), p = .003 and p = .031
respectively. Tukey HSD post-hoc comparisons also revealed that individuals in the ATP
class (M = $291,240, SD = $187,521) had significantly higher annual incomes than
individuals in all other classes [BAVG (M = $189,810, SD = $174,238, p = .009), HDP
(M = $130,020, SD = $132,160, p = .001), AVG (M = $163,760, SD = $165,689, p <
.001) and EAD (M = $111,000, SD = $116,224, p = .001)].
Chi-square analyses were conducted to determine the identified classes were
significantly different based on ethnicity, sexual orientation, marital status or whether
they sought inpatient or outpatient treatment. There were no significant differences
between the classes based on ethnicity, χ2 (16, N = 532) = 24.324, p = .083, or whether
participants were seeking inpatient or outpatient treatment, χ2 (4, N = 532) = 1.45, p =
.836. However, individuals presenting for inpatient treatment (M = $200,410, SD =
$183,296) were more likely to have higher incomes than those presenting for outpatient
treatment (M = $152,290, SD = $148,072), t = 3.26, p < .001. Results indicated there was
a significant difference between the classes on sexual orientation, χ2 (12, N = 532) =
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99.60, p < .001. Follow-up analyses revealed that individuals in the EAD class were more
likely to identify as homosexual than heterosexual. Further, there was a significant
difference between the classes on marital status, χ2 (16, N = 507) = 41.50, p < .001.
Participants in the BAVG class were less likely to identify as single than any other
marital status.
MMPI-2-RF Scales
Five separate MANOVAs were conducted to determine whether there were
significant differences between the groups on personality and psychopathology constructs
measured by the MMPI-2-RF. All of the MANOVAs were significant at the p <.001 level
and were followed-up with ANOVAs and Tukey’s post-hoc tests to determine which
scales were significantly different between the classes. Results of the MANOVAs,
ANOVAs and Tukey’s post-hoc tests follow.
Higher-Order scales. A one-way MANOVA was conducted to determine if there were
significant differences between the five classes on MMPI-2-RF Higher-Order scales.
Results indicated there was a significant multivariate main effect for class membership,
Wilks’ λ = .800, F (12, 1581) = 9.55, p < .001; η2= .07. Higher-Order average scale
scores for the five latent classes are presented in Figure 3. Mean Higher-Order scale
scores for each class are presented in Table 3 along with the results of the ANOVAs and
post-hoc tests. Notably, BAVG had significantly lower scale scores than Class Three on
EID and THD as well as lowers scores than all other classes on BXD.
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Figure 3. Mean MMPI-2-RF Higher-Order Scale Scores of the Five Latent Classes
Model.

Table 3
Mean MMPI-2-RF Higher-Order Scale scores and ANOVA results for Five Class Latent Profile Model
BAVG

HDP

AVG

EAD

ATP

Total Sample

M
(n = 243)

M
(n = 35)

M
(n = 199)

M
(n = 21)

M
(n = 34)

M
(N = 532)

F
df =4,527

EID
Diff from class

56.07
3

64.20

62.58
1

63.00

60.29

59.58

9.97

THD
Diff from class

47.77
3

51.57

51.62
1

54.43

53.85

50.11

6.84

BXD
Diff from class

49.63
2, 3, 4, 5

61.89
1

56.68
1

61.05
1

58.71
1

54.10

26.62

MMPI-2-RF
Scale

Note. All one-way ANOVA F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Restructured Clinical scales. A one-way MANOVA was conducted to determine if
there were significant differences between the five classes on the MMPI-2-RF
Restructured Clinical (RC) scales. Results indicated there was a significant multivariate
main effect for class membership, Wilks’ λ = .73, F (36, 1946.67) = 4.80, p < .001; η2=
.08. RC average scale scores for the five latent classes are presented in Figure 4. Mean
RC scale scores for each class, ANOVAs and post-hoc tests are presented in Table 4. The
BAVG class had significantly lower scores than HDP, AVG and EAD on RCd and RC4
as well as significantly lower scores than HDP and AVG on RC7 and RC8. The BAVG
class was also significantly lower than the AVG class on RC6, EAD on RC1 and ATP on
RC3. The BAVG class had lower scores on RC9 than all other classes as well.
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Figure 4. Mean MMPI-2-RF RC Scale Scores of the Five Latent Classes Model.

Table 4
Mean Restructured Clinical Scale Scores and ANOVA results for Five Class Latent Profile Model
BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df =4, 527

RCd
Diff from class

57.50
2, 3, 4

66.57
1

65.15
1

68.67
1

62.41

61.71

14.07*

RC1
Diff from class

50.19
4

54.31

53.11

59.81
1

51.24

52.00

5.57*

RC2
Diff from class

56.47

59.34

58.92

57.33

56.03

57.58

1.52

RC3
Diff from class

47.12
5

51.11

50.69

54.67

54.15
1

49.47

7.83*

RC4
Diff from class

54.41
2, 3, 4

65.17
1

60.95
1

65.67
1

60.97

58.43

19.56*

MMPI-2-RF
Scale

Note. *=F statistics significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Table 4 (continued).

MMPI-2-RF
Scale
RC6
Diff from class

BAVG
M
(n = 243)
51.35
3

HDP
M
(n = 35)
55.09

AVG
M
(n = 199)
55.45
1

EAD
M
(n = 21)
54.48

ATP
M
(n = 34)
57.91

Total Sample
M
(N = 532)
53.67

F
df =4, 527
5.67*

RC7
Diff from class

49.86
2,3

60.11
1

56.44
1

57.38

55.88

53.67

14.45*

RC8
Diff from class

48.38
2,3

55.66
1

53.69
1

57.33

53.94

51.56

11.11*

RC9
Diff from class

44.05
2, 3, 4, 5

55.43
1

51.10
1

56.86
1

53.88
1

48.57

28.21*

Note. *=F statistics significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.

56

57

Somatic/Cognitive and Internalizing scales. A one-way MANOVA was conducted to
determine if there were significant differences between the five classes on the MMPI-2RF Somatic/Cognitive and Internalizing scales. Results indicated there was a significant
multivariate main effect for class membership, Wilks’ λ = .75, F (56, 2068) = 2.81, p <
.001; η2= .07. Somatic/Cognitive and Internalizing average scale scores for the five latent
classes are presented in Figure 5. Mean Somatic/Cognitive and Internalizing scale scores
for each class, ANOVAs and post-hoc tests are presented in Table 5 and Table 6. The
BAVG class had significantly lower scores than AVG on MLS, SFD and NFC and lower
scores than EAD on NUC. The BAVG class also had significantly lower scores on STW
and ANP than HDP and AVG and lower scores on AXY and COG than HDP, AVG and
EAD.
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Figure 5. Mean MMPI-2-RF Somatic/Cognitive and Internalizing Scale Scores of the
Five Latent Classes Model.

Table 5
Mean Somatic/Cognitive Scale Scores and ANOVA results for Five Class Latent Profile Model
BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df = 4,527

55.11

59.34

59.66

59.86

57.94

57.46

5.27*

3
51.34

54.97

1
53.70

60.38

53.18

52.94

3.79

HPC
Diff from class

50.46

51.34

53.67

56.38

51.12

52.00

3.73

NUC
Diff from class

50.89
4

56.31

52.87

61.62
1

53.76

52.60

6.70*

COG
Diff from class

54.52

64.06

60.36

67.05

56.74

57.97

10.66*

2, 3, 4

1

1

1

MMPI-2-RF
Scale
MLS
Diff from class
GIC
Diff from class

Note. *=F statistics significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Table 6
Mean Internalizing Scale Scores and ANOVA results for Five Class Latent Profile Model
BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df = 4,527

SUI
Diff from class

50.77

49.34

54.43

51.62

55.38

52.37

2.79

HLP
Diff from class

49.70

50.71

52.50

57.29

51.47

51.23

3.16

SFD
Diff from class

56.13
3

61.69

63.16
1

63.33

58.47

59.56

9.59*

NFC
Diff from class

51.09
3

58.71

55.95
1

60.10

53.35

53.91

7.86*

STW
Diff from class

53.19
2,3

62.91
1

58.95
1

59.86

58.88

56.61

11.01*

MMPI-2-RF
Scale

Note. *=F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Table 6 (continued).

MMPI-2-RF
Scale
AXY
Diff from class

BAVG
M
(n = 243)
51.65
2,3,4

HDP
M
(n = 35)
62.06
1

AVG
M
(n = 199)
57.43
1

EAD
M
(n = 21)
63.48
1

ATP
M
(n = 34)
55.68

Total Sample
M
(N = 532)
55.22

F
df = 4,527
11.57*

ANP
Diff from class

50.02
2,3

59.43
1

55.16
1

52.90

55.85

53.05

9.21*

BRF
Diff from class

48.58

51.71

48.82

53.10

51.12

49.22

2.31

MSF
Diff from class

45.69

47.83

46.50

51.00

49.91

46.61

5.05*

Note. *=F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level
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Externalizing, Interpersonal and Interest scales. A one-way MANOVA was
conducted to determine if there were significant differences between the five classes on
the MMPI-2-RF Externalizing, Interpersonal and Interest scales. Results indicated there
was a significant multivariate main effect for class membership, Wilks’ λ = .73, F (44,
1979.87) = 3.94, p < .001; η2= .08. Externalizing, Interpersonal and Interest average scale
scores for the five latent classes are presented in Figure 6. Mean Externalizing,
Interpersonal and Interest scale scores, ANOVAs and post-hoc for each class are
presented in Table 7. The BAVG class had significantly lower scores on SUB than HDP
and lower scores than AVG on JCP and FML. BAVG also had significantly lower scores
on AGG than HDP, AVG and ATP and lower scores on ACT than HDP, AVG and EAD.
Notably, EAD had significantly higher scores on ACT than AVG.
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Figure 6. Mean MMPI-2-RF Externalizing, Interpersonal and Interest Scale Scores of the
Five Latent Classes Model.

Table 7
Mean Externalizing, Interpersonal and Interest Scale Scores and ANOVA results for Five Class Latent Profile Model
BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df = 4,527

JCP
Diff from class

51.13
3

58.89

55.92
1

58.67

55.50

54.01

8.02*

SUB
Diff from class

52.17
2

60.80
1

56.21

61.67

56.00

54.87

8.37*

AGG
Diff from class

45.66
2,3,5

56.91
1

52.08
1

52.38

53.24
1

49.55

18.44*

ACT
Diff from class

42.98
2,3,4

51.54
1

47.71
1,4

57.24
1,3

47.79

46.18

17.92*

FML
Diff from class

50.76
3

58.17

56.77
1

59.52

56.97

54.24

10.72*

IPP
Diff from class

51.97

51.97

51.72

50.62

47.35

51.53

1.52

SAV
Diff from class

55.22

53.89

54.45

48.52

54.12

54.51

1.70

MMPI-2-RF
Scale

Note. . *=F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Table 7 (continued).
BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df = 4,527

SHY
Diff from class

50.69

54.49

52.60

52.43

50.59

51.72

1.32

DSF
Diff from class

50.34

52.86

52.31

47.62

54.18

51.38

2.04

AES
Diff from class

41.94

44.51

43.96

46.57

41.94

43.34

MEC
Diff from class

54.45

54.03

54.22

50.33

51.29

53.97

MMPI-2-RF
Scale

4.05

1.52

Note. None of the one-way ANOVA F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Psychopathology-Five scales. A one-way MANOVA was conducted to determine if
there were significant differences between the five classes on the MMPI-2-RF
Psychopathology-Five (PSY-5) scales. Results indicated there was a significant
multivariate main effect for class membership, Wilks’ λ = .80, F (20, 1735.55) = 5.92, p
< .001; η2= .05. PSY-5 average scale scores for the five latent classes are presented in
Figure 7 and ANOVAs and post-hoc test results are presented in Table 8. The BAVG
class had significantly lower scores than AVG on PSYC, HDP and AVG on NEGE and
HDP, AVG and EAD on DISC.
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Figure 7. Mean MMPI-2-RF PSY-5 Scale Scores of the Five Latent Classes Model.

Table 8
Mean Psychopathology-Five Scale Scores and ANOVA results for Five Class Latent Profile Model
BAVG
M
(n = 243)

HDP
M
(n = 35)

AVG
M
(n = 199)

EAD
M
(n = 21)

ATP
M
(n = 34)

Total Sample
M
(N = 532)

F
df = 4,527

AGGR-r
Diff from class

46.51

49.49

47.72

48.43

51.21

47.54

2.53

PSYC-r
Diff from class

48.10
3

51.34

52.11
1

54.76

52.74

50.37

5.76*

DISC-r
Diff from class

51.48
2,3, 4

61.60
1

57.16
1

60.24
1

57.85

55.02

17.02*

NEGE-r
Diff from class

52.16
2,3

63.37
1

58.90
1

60.00

58.62

56.14

14.25*

INTR-r
Diff from class

57.50

54.94

56.36

49.10

53.68

56.33

3.39

MMPI-2-RF
Scale

Note. *=F statistics significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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Consequences of Sexual Behaviors
A one-way MANOVA was conducted to determine if there were significant
differences between the five classes on the average number of consequences participants
reported ever experiencing in seven life areas as a result of their sexual behaviors. Results
indicated there was a significant multivariate main effect for class membership, Wilks’ λ
= .598, F (28, 1418.40) = 7.77, p < .001; η2= .12. The average Total Consequences scores
for the five latent classes are presented in Figure 8 while ANOVAs and post-hoc test
results are presented in Table 9. The BAVG class reported lower affective and
Preoccupation/Loss of Control consequences than HDP, AVG and EAD. The EAD class
reported experiencing significantly more legal consequences than BAVG and AVG. The
EAD class also reported experiencing significantly more physical consequences than
BAVG, AVG and ATP, whereas the BAVG class reported less physical consequences
than all other classes. The AVG class reported more consequences with family and
friends than BAVG. EAD reported more spiritual consequences than BAVG and ATP
and AVG reported more spiritual consequences than BAVG. Finally, the EAD class
reported experiencing more financial consequences as a result of their sexual behaviors
than BAVG and AVG, whereas the BAVG class reported less financial consequences
than HDP and AVG.
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Figure 8. Mean Consequences Experienced due to Sexual Behavior Total Scores of the
Five Latent Classes Model (N = 403).

Table 9
Mean Consequences Experienced due to Sexual Behaviors Total Scores and ANOVA results for Five Class Latent Profile Model
BAVG
M
(n = 175)

HDP
M
(n = 25)

AVG
M
(n = 160)

EAD
M
(n = 16)

ATP
M
(n = 28)

Total Sample
M
(N = 404)

F
df = 4,399

Affective
Diff from class

6.11
2,3,4

9.44
1

9.83
1

12.25
1

8.75

8.22

23.16

Physical
Diff from class

1.33
2,3,4,5

3.96
1

3.54
1,4

6.50
1,3,5

3.46
1,4

2.72

34.54

Spiritual
Diff from class

1.70
3,4

2.84

3.03
1

4.38
1,5

2.07
4

2.48

20.13

Family/Friends
Diff from class

2.72
3

3.24

3.74
1

4.06

4.11

3.30

7.10

Financial
Diff from class

1.45
2,3,4

3.88
1

3.43
1,4

6.63
1,3

3.71

2.74

26.90

Legal
Diff from class

0.45
4

0.80

0.76
4

1.75
1,3

1.00

0.69

12.31

Loss of Control
Diff from class

2.39
2,3,4

4.56
1

4.24
1

5.81
1

3.40

3.47

17.87

MMPI-2-RF
Scale

Note. All F statistics were significant at the p < .001 level. Diff from class=Different from the noted class at the p < .001 level.
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CHAPTER IV
DISCUSSION
The current study investigated whether homogenous classes of individuals with
sexual addiction could be identified using a person-centered approach, Latent Profile
Analysis (LPA). As hypothesized, results of the LPA suggested the existence of distinct
classes of sexual addicts based upon the sexually addictive behaviors they reported
engaging in, as measured by the SDI-4.0. The results of the LPA were consistent with
Carnes’ (1991) results which supported the theory that people presenting for treatment of
sexual addiction are a heterogeneous group in terms of sexual behaviors. Based upon
results presented by Arnau et al. (2011) , it was originally hypothesized that four
subclasses would emerge: (1) people who engaged in hostile or aggressive sexual
behaviors or were aroused by inflicting or receiving pain, (2) people who were
preoccupied with sexual behaviors, fantasies and relationships and went to great lengths
to engage in them, (3) individuals who abused the trust of others or used power to gain
sexual favors and (4) individuals who engaged in isolated or predatory sexual behaviors.
However, as previously discussed, results of the LPA indicated that a five class model
better fit the data and the composition of the resulting classes were a better fit with
existing theory and literature about sexual addiction. The similarities and differences
between the hypothesized classes and the identified ones will be discussed after the
descriptions of the identified classes that follows.
Class Makeup Based upon Sexual Behaviors
There were a number of notable differences between the classes on the sexually
addictive behaviors they reported engaging in, based upon the average SDI-4.0 behavior
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scale T-scores. The Below Average (BAVG) class contained 243 participants, or 45.68%
of the final sample. As previously noted, members of BAVG tended to have lower
average SDI-4.0 scale scores than members of all other classes and all of the BAVG
average behavior scale T-scores fell below the mean of 50. It should be noted that simply
because members of BAVG had below average T-scores on all of the SDI-4.0 behavior
scales it does not mean that they are not reporting engaging in sexually addictive
behaviors or do not have sexual addiction. The SDI-4.0 is a measure of sexually addictive
behaviors that was normed on a sample of people presenting for treatment of sexual
addiction. Therefore, members of BAVG are not reporting lower frequencies of sexually
addictive behaviors as compared to a normal population, rather they are reporting
engaging in less sexually addictive behaviors than the average person presenting for
treatment of sexual addiction. Further, as previously indicated all participants in the
current study had been previously diagnosed by their treatment provider as having sexual
addiction. Thus, BAVG may be best conceptualized as a group of individuals who are
reporting engaging in below average levels of sexually addictive behaviors compared to
other people with sexual addiction, but could still be considered to have sexual addiction.
The Humiliation/Dominatio/Pain (HDP) class consisted of 35 individuals, or
6.58% of the final sample. Individuals in HDP reported engaging in significantly higher
levels of using bondage and pain related websites, inflicting or receiving pain for sexual
pleasure and dominating and humiliating sexual behaviors than members of all other
classes. They also reported more frequent pornography use than members of BAVG and
the Abuse of Trust/Power (ATP) class. Members of HDP were also significantly more
likely to report disclosing inappropriate sexual information, using drugs to increase
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sexual pleasure and creating pornography for their own use than members in BAVG and
the Average Class (AVG). Further, they reported using objects to enhance sexual
pleasure more frequently than members of BAVG, AVG and ATP. Based upon these
findings it appears individuals in the HDP class can best be described as engaging in
higher frequencies of humiliation, domination and pain exchange sexual behaviors, as
well as higher levels of pornography use and creation, engaging in sexually inappropriate
discussions and utilizing objects and drugs to increase sexual pleasure and arousal.
The 199 members of the Average (AVG) class made up 37.41% of the final study
sample. The AVG class mean SDI-4.0 behavior scale T-scores all clustered around the
mean of 50, with one notable exception. The average Fantasy & Consequences T-score
for AVG members was 57.43, suggesting they are reporting slightly higher levels of
obsessing about sex, neglecting responsibilities and experiencing negative emotions
between or after sexual experiences (although not significantly higher levels of these
behaviors as compared to HDP, EAD and ATP). For the most part the AVG class could
be considered to be engaging in an average amount of sexually additive behaviors. As
noted with the BAVG class, member of AVG should be considered average compared to
other individuals presenting for treatment of sexual addiction, not compared to a normal
population.
The Exhibitionism/Anonymous/Drug (EAD) class was the smallest identified
group of the study with 21 members, or 3.95% of the final sample. However, as
previously noted these individuals reported engaging in a high frequency of a number of
low-base rate, high risk sexually addictive behaviors, so representation of a lower
percentage of the sample would be expected. As a group, members of EAD reported
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engaging in significantly more exhibitionism, sex with strangers in public places, group
sex and swinging activities than members of all other classes. Similar to the HDP class,
EAD members also reported higher levels of using drugs or objects to enhance sexual
pleasure, giving or receiving pain for sexual gratification and disclosing inappropriate
sexual information than members of BAVG, AVG and ATP. Further, they were also
more likely to report having multiple sexual relationships at one time and having affairs
or one night stands than members of BAVG, HDP and AVG. Overall, the EAD class can
best be understood as the most sexually pathological class due to a high frequency of
high-risk sexual behaviors including exhibitionism and anonymous and group sex as well
as increased concurrent substance use and sexual activities.
The Abuse of Trust/Power (ATP) class contained 34 participants, or 6.39% of the
final sample. Once again the small number of participants in this class is to be expected
based upon the types of behaviors these individuals reported engaging in and the high
financial costs associated with them. For example, members of ATP reported engaging in
higher levels of using money or influence to gain sexual favors and supporting someone
financially in exchange for sex than members of all other classes. They were also
significantly more likely to report exploiting their power in order to obtain sex, having
sex with clients or subordinates, utilizing prostitutes and escort services, engaging in
group or swinging sex, having multiple simultaneous sexual relationships and affairs,
using sex to increase self-esteem and being obsessive about relationships than members
of BAVG and AVG. The ATP class may best be conceptualized as capturing individuals
who use their power and financial resources to aid their sexually addictive behaviors and
who may also be preoccupied with multiple simultaneous sexual relationships.
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Class Makeup and Previous Research
It was originally hypothesized that four subclasses of individuals would emerge
based upon research conducted by Arnau et al. (2011); however, the LPA results
indicated a five model solution best fit the data and existent sexual addiction theory.
There were a number of notable differences between the hypothesized classes and the
classes that emerged in the current study. The BAVG class did not match on to any of the
four hypothesized classes or higher-order factors identified by Arnau et al., likely a result
of utilizing person-centered statistical analyses as opposed to the item level analyses
utilized in the Arnau study. By examining the relations between people, as opposed the
relations between items of sexually addictive behaviors, a class of individuals with below
average sexual addiction behavior scale scores was able to emerge. The behaviors that
differentiated the HDP class from the other classes were consistent with the
Hostile/Aggressive/Pain factor identified by Arnau et al (2011). The AVG class was most
similar to the factor that was characterized by a preoccupation with sexual behaviors,
fantasies and relationships. Similar to the BAVG class, the EAD class also did not
cleanly map on to any of Arnau et al.’s identified factors. The abuse of power and use of
money to obtain sex characteristic of the ATP class was similar to the factor that involved
abusing trust for sexual favors. Notably, the factor that involved isolated and predatory
sexual behaviors did not emerge in the current study. One possible explanation for these
behaviors not being represented in the five class model is the difference in sexual
addiction assessment measures used by each study. Arnau et al. used the SDI-R, which
contained behavior scales that contained items that tapped into more predatory behaviors,
such as rape; however, the current study utilized the more recently developed SDI-4.0,
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which does not have a subscale that captures these types of predatory behaviors. These
types of items were not entirely dropped from the measure but instead were included as
critical items because their low base rates prohibited them from reliably contributing to
any of the newly constructed scales.
Kafka (2010) proposed including seven subtypes of Hypersexual Disorder that
were based upon previous research on behaviors frequently reported by people with
sexually compulsive behaviors had it been included in the DSM-5. These subtypes were:
masturbation, pornography, sexual behavior with consenting adults, cybersex, telephone
sex, strip clubs and other. It is difficult to directly compare the five classes identified in
the current study and Kafka’s seven proposed subtypes. However, results of the current
study were not consistent with these seven proposed subtypes, but rather suggested that
the proposed subtypes may not fully capture the various behaviors that differentiated
between the five classes that emerged. Further, the sexual behaviors common to Kafka’s
seven subtypes had fairly high base rates in the current sample and did not significantly
differ between the classes. Thus, these seven subtypes may not fully capture the various
sexual behaviors in which people with sexual addiction reported engaging.
There were also a number of notable similarities and differences between the five
classes of sexual addicts that were identified in the current study and the ten categories of
sexually addictive behaviors identified by Carnes (1991). HDP members reported higher
levels of pain exchange behaviors, but the humiliation/domination component of the HDP
class was not identified in Carnes’ factors. The AVG class was more likely to report
engaging in fantasy, intrusive and seductive role sex behaviors than BAVG members, but
these categories did not differentiate between the remaining groups. Individuals in EAD
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reported higher levels of exhibitionistic, voyeuristic and anonymous sex, while ATP
members reported higher levels of paying for sex and exploitative sex. The trading sex
category identified by Carnes (1991) did not differentiate well between the groups.
Notably, BAVG members did not report engaging in varying levels of any of Carnes’ ten
categories of sexually addictive behaviors, once again most likely the result of utilizing a
person-centered approach.
Differences Between the Classes on External Variables
There were numerous differences between the five identified classes on
demographic variables, personality traits, psychopathology and the consequences they
reported experiencing due to their sexually addictive behaviors. These differences help
support the theory that people presenting for treatment of sexual addiction are not a
homogenous group, but rather that there are a number of relevant differences among
these individuals.
Demographic Differences Between the Classes
Members of BAVG were on average approximately four years older than
members of AVG, suggesting that older participants were more likely to report engaging
in fewer sexually addictive behaviors. These findings were the opposite of the results of a
study conducted by Perry et al. (2007) which demonstrated that higher levels of sexual
sensation seeking were reported by older participants. Their sample consisted of mostly
college aged participants, which is a significantly younger sample than the one used in
the current study that had a mean participant age of 43 years. These differences suggests
that perhaps the relation between age and sexually addictive behaviors may not be linear,
but instead people with sexually addictive behaviors may initially engage in increasingly
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high-risk sexual behaviors as they age but then eventually start reducing the frequency of
their sexual behaviors over time. This theory is consistent with Levine’s (2010)
contention that as sexual addiction progresses over time and as people age, they tend to
become less impulsive in their sexual behaviors.
Members of ATP were an of average six-and-a-half years older than members of
AVG and earned on average $100,000 to $180,000 more a year than individuals in other
classes. These results suggests that as these individuals aged, they were more likely to
obtain high-paying positions of power and were able to afford to spend more money on
their sexual behaviors than younger, less affluent participants. This class also reported
higher levels of using their position to obtain sexual favors and engaging in sex with
clients and employees. Thus, the sexual behaviors these participants reported engaging in
were likely made possible by their professional statuses.
Individuals in BAVG were significantly less likely to report that they had never
been married than would be expected by chance. Seventy-one percent of BAVG
members indicated they were married, compared to 62.1% of the total sample. This
overrepresentation of married individuals and underrepresentation of participants who
had never been married could have a number of explanations. First, BAVG members
tended to be older than individuals in AVG and as people age they are more likely to get
married at some point. BAVG members also reported below average levels of engaging
in sexually addicted behaviors, which could be due to their being more likely to be
married and therefore having more limited time and resources to devote to their sexual
behaviors. The overrepresentation of married individuals could also help explain why
individuals engaging in below average sexually addictive behaviors may be presenting
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for sexual addiction treatment. It is possible that a number of these men were caught
having an affair or frequently utilizing pornography by their spouses who insisted these
men seek treatment.
Results indicated that individuals in EAD were more likely to report being
homosexual than would be expected by chance. However, extreme caution should be
used when interpreting this statistically significant overrepresentation of homosexual men
in the EAD class. These results should not be considered evidence that homosexual men
in general are more likely to report engaging in more pathological and high-risk sexual
behaviors, such as exhibitionism and anonymous sexual encounters, than heterosexual
men. Rather, these results can only be applied to homosexual men with sexual addiction,
suggesting these individuals are more likely to report engaging in these types of
behaviors as compared to heterosexual men diagnosed with sexual addiction.
Interestingly there were no significant differences between the classes on years of
education. Generally, higher incomes are related to higher levels of education, therefore it
was originally hypothesized that individuals in the ATP class would report being more
educated than members of other classes; however, this was not the case in the current
study. However, due to the high level of education reported by the current sample it could
be that restriction of range could have limited the ability to find significant differences
between the classes. Also of note there were no differences between the classes on
whether they presented for inpatient or outpatient sexual addiction treatment. It might be
assumed that individuals presenting for inpatient treatment of sexual addiction would be
experiencing a higher frequency of sexually addictive behaviors or more negative
consequences of their behaviors; however, this hypothesis was not supported by the

78
results of the current study. Ability to pay for inpatient treatment cannot account for this
finding between the classes as members of classes with higher incomes (BAVG and
ATP) were also not significantly more likely to present for inpatient treatment versus
outpatient treatment. However, annual income may account for this difference in
inpatient versus outpatient treatment for the sample as a whole as people presenting for
inpatient treatment had significantly higher incomes than those presenting for outpatient
treatment ($200,410 versus $152,290 respectively)
Differences Between the Classes on the MMPI-2-RF
There were a number of significant differences between the classes on the scales
of the MMPI-2-RF. It is important to note the effect that the smaller number of
participants in HDP, EAD and ATP had on power and the likelihood of identifying
statistically significant differences between the groups on these scales. For a number of
the post-hoc comparisons, the BAVG class had statistically significantly lower MMPI-2RF scores than the AVG class, but was not significantly different from the other classes
even though these classes often had higher average scale scores than AVG. The smaller
number of participants in these classes likely reduced the ability to identify statistically
significant differences. As such, clinically meaningful differences between the classes
and the MMPI-2-RF normative sample on certain MMPI-2-RF scales scores will also be
discussed, even when the differences between the classes were not identified as being
statistically significant.
Consistent with their lower average scores on the SDI-4.0 behavior scales,
members of BAVG tended to have the lowest average MMPI-2-RF scale scores and
appeared to be the most well adjusted class in the sample. In fact, they had average or
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below average scores on almost half of the scales and none of their average MMPI-2-RF
scale scores were more than one standard deviation above the mean of 50. They were
significantly less likely to report emotional or internalizing problems (as indicated by
lower EID and RCd scores) than members of AVG and they reported less overall distress
and demoralization than HDP, AVG and EAD. They were significantly less likely to
report experiencing negative emotions, anxiety and stress than members of HDP and
AVG and endorsed less self-doubt, feelings of inefficacy and family problems compared
to AVG. The BAVG class reported lower levels of behavioral dysregulation than
members of all other classes, as indicated by significantly lower scores on BXD. The
BAVG members also reported experiencing the fewest conduct problems during their
youth and had significantly lower scores on JCP than AVG members. They appeared
significantly less antisocial, impulsive and energetic, with lower scores on RC4, RC9,
ACT and DISC-r than members of HDP, AVG and ATP. This finding could be related to
the higher average age of BAVG members as engagement in antisocial activities, energy
level and impulsivity all tend to decreased with age (Lahey & Loeber, 1997; Roberts &
Dallal, 199; Steinberg, Albert, Cauffman, Banich, Graham, & Woolard, 2008).
BAVG members had the lowest levels of dysfunctional thinking compared to the
other classes and reported significantly less problems with disorganized thinking,
paranoia and unusual sensory experiences than individuals in AVG. Notably, individuals
in BAVG reported the highest levels of introversion and social avoidance compared to
other classes. Thus, the below average frequency of sexual behaviors reported by this
class may have resulted from being less likely to interact with other people and thus
having fewer opportunities to engage in sexual behaviors that includes other people.
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As noted, HDP tended to be more distressed and had significantly higher levels of
emotional and behavioral problems compared to members of BAVG. As a class they
endorsed the highest levels of emotional and internalizing problems, as measured by EID,
RC2 and RC7 and NEGE-r. Compared to the normative sample they reported higher
levels of self-doubt, demoralization, depression and anxiety. Interestingly, the HDP class
had the highest average scores of any class on a measure of their propensity to become
angry, which could be related to their engaging in humiliation/domination and painful
sexual encounters. Compared to the MMPI-2-RF normative sample, HDP members
reported higher levels of fatigue and memory and concentration problems. It is possible
that they are feeling worn out from their sexual behaviors and are not able to properly
attend to what is going on in their environments as a result. Or these issues could also be
symptoms of the higher levels of anxiety and depression found in this class. The HDP
class had the highest scores of any class on BXD, JCP and DISC-r, suggesting they are
reporting difficulty effectively regulating their behaviors. Further, their average RC4
scores were above the recommended clinical cutoff of 65, indicating they reported
engaging in a number of antisocial behaviors, did not easily conform to societal norms
and held a number of antisocial beliefs. This finding is consistent with the sexual
behaviors they engage in, such as humiliation and domination, which are not frequently
engaged in by the general population. Members of this class may be more likely to
engage in highly arousing behaviors due to their difficulty with impulse control.
Similarly, the HDP class reported high levels of substance abuse which is consistent with
their SDI-4.0 elevations on Drug Interaction. On a related note, individuals in HDP
reported experiencing significantly higher levels of unusual sensory experiences than
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members of BAVG, which may be related to their higher levels of substance use. Finally,
HDP participants endorsed experiencing a number of family problems, which could be
related to their antisocial behaviors, drug use, propensity towards anger or engagement in
taboo sexual behaviors.
Overall, the AVG class appeared to be in a significant amount of distress and, as
previously discussed, had significantly higher levels of demoralization and emotional and
internalizing problems compared to BAVG members. They endorsed higher levels of
stress, anxiety, negative emotionality and depression than BAVG individuals. Further, the
AVG class had significantly higher levels of self-doubt, feelings of inefficacy, fatigue
and concentration and memory problems than members of BAVG. These individuals may
not have the energy to deal with their current stressors or believe that they are able to
effectively manage their problems. AVG individuals also reported higher levels of
behavioral dysregulation than BAVG members, as indicated by significantly higher
scores on BXD, RC4, RC9 and DISC-r.
Compared to the other classes, the EAD class appeared to be in the highest
amount of distress and had moderately elevated levels of internalizing and emotional
problems, such as anxiety and depression, when compared to the MMPI-2-RF normative
sample (as indicated by higher scores on EID, RCd, RC2, RC7, AXY, STW and NEGE).
Members of EAD also reported higher levels of helplessness, self-doubt and inefficacy
than the normative sample. These individuals may be feeling overwhelmed and distressed
by their sexual addiction and may not believe that they have the capability and resources
to effectively control their sexual behaviors and improve their situations. The EAD class
had the highest levels of somatic and cognitive concerns of any class, with the highest
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average scores on RC1 and all of the somatic and cognitive specific problem scales. The
group’s averages scores on RC1, NUC and COG were all significantly higher than
BAVG members. It is possible that these individuals are experiencing a number of
physical consequences as a result of their sexual addiction and engagement in risky
sexual behaviors. They also could be experiencing neurological or cognitive difficulties
that may cause difficulty with developing a full understanding of the consequences of
their behaviors and proper impulse control and therefore increases the likelihood they
will engage in high-risk sexual behaviors.
Members of EAD also reported difficulty with behavioral dysregulation, as
indicated by high scores on BXD, RC4, RC9, JCP, ACT and DISC-r. Similar to the HDP
class, the average RC4 T-score for this group was above the recommended clinical cutoff
of 65, suggesting these individuals reported engaging in multiple antisocial behaviors,
endorsed a number of antisocial beliefs and had a difficult time conforming to societal
norms. The EAD class also reported the highest level of substance abuse (as measured by
SUB), which was consistent with finding that they were also more likely to report using
drugs to increase sexual arousal and pleasure on the SDI-4.0. Further, they reported the
highest level of family problems, which may have resulted from their engaging in highrisk, more pathological sexual behaviors as well as their higher levels of substance use.
Finally, EAD members reported the highest level of unusual sensory experiences when
compared to other classes, which could also be related to their higher levels of substance
use.
The ATP class reported being in a moderate level of distress, as indicated by
higher levels of demoralization and internalizing and emotional problems (such as
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negative emotions, self-doubt and stress), when compared to the MMPI-2-RF normative
sample. ATP individuals reported significantly higher levels of cynicism than members
of BAVG and they reported a tendency to view others only as objects to be used, bought
or manipulated, which may be related to their higher levels of income. This finding can
be seen in the sexual behaviors they commonly engaged in including paying others for
sex, using power to obtain sexual favors and providing for people financially in exchange
for sex. ATP individuals appeared to have more difficulty regulating their behaviors than
BAVG members as demonstrated by their significantly higher scores on BXD, RC9 and
DISC-r. They had slightly elevated scores on RC4 as well, indicating they are reporting
engaging in a number of antisocial behaviors. Interestingly, the ATP class had the highest
scores on RC6, suggesting they are reporting the highest level of paranoia of all of the
classes.
MMPI-2-RF differences and previous research. Based upon results of the study by
Mokros et al. (2011) that linked sexual sadism with affective deficits and behavioral
disinhibition, the class in the current study that engaged in more humiliating/dominating
sexual behaviors (HDP) was expected to report higher levels of emotional and behavioral
dysregulation than other groups. While members of HDP did report elevated levels of
behavioral dysregulation (as measured by BXD, RC4 and DISC-r) and
emotional/internalizing problems (as measured by EID, RC2, RC7 and NEGE-r), they did
not have statistically significantly higher scores on these scales than members of AVG,
EAD and ATP. Therefore, while individuals who engage in higher levels of
humiliating/dominating sexual behaviors do report having behavioral and emotional
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problems, these issues did not differentiate them from members of other classes of sexual
addicts.
There were a number of similarities and differences between the results of Arnau
et al. (2011) and the current study’s findings; however, it should be noted that due to the
different types of analyses used by Arnau et al. and the current study (item-level versus
person-centered) direct comparisons are difficult. Therefore, some caution should be used
when interpreting the differences between these studies. As previously discussed, due to
the item level analyses used by these researchers the below average group of sexual
addicts that emerged with the current study’s BAVG class did not directly map on to any
of the four higher-order factors identified by Arnau et al. Therefore no comparisons about
BAVG can be made regarding related psychopathology. The HDP class was most similar
to Arnau et al.’s factor of hostile/aggressive/pain behaviors that was found to be related
to higher levels of emotional/internalizing problems, stress, feelings of demoralization,
antisocial tendencies, activation and conduct problems as a juvenile. While members of
HDP did report experiencing similar issues to Arnau et al.’s hostile/aggressive/pain
factor, these issues did not differentiate HDP members from members of other classes
identified in the current study due to the fact that HDP members were not reporting
significantly higher levels of these concerns than the other identified groups. Further, in
the current study individuals who reported engaging in humiliation/domination/pain
sexual behaviors also endorsed higher levels of substance use, family problems, unusual
sensory experiences, fatigue and concentration problems. However, these scales were not
found to be related to the humiliation/aggressive/pain factor in the Arnau et al. study.
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The AVG class was most similar to Arnau et al.’s (2011)
preoccupied/indiscriminate factor that was found to be related to higher levels of
paranoia, substance abuse and aggression. Members of AVG did not report significant
issues in these areas, but were reporting a high level of distress and difficulty regulating
their behaviors effectively. Thus, the current study’s findings were fairly inconsistent
with Arnau et al.’s findings regarding preoccupied/indiscriminate sexual behaviors. It
was hypothesized that the ATP class would be most similar to Arnau et al.’s abuse of
trust and power factor. This factor was found to be related to higher levels of unusual
sensory experiences, activation, substance abuse and aggression; however, the ATP class
did not demonstrate higher levels on any of these issues in the current study. Finally, as
previously discussed the isolated/predatory factor identified by these researchers did not
emerge in the current study and therefore the hypothesis regarding similarities in
psychopathology and personality cannot be discussed.
All of the four higher-order factors that Arnau et al. (2011) identified were
significantly related to higher levels of behavioral dysfunction, disconstraint and negative
emotions. Four of the five identified classes in the current study reported problems in
these areas; however, the BAVG class did not report significant issues with emotional or
behavioral dysfunction and had scores lower than the MMPI-2-RF normative sample on a
number of scales. Interestingly, Arnau et al. used a subset of the current study’s sample to
complete a factor analysis of the SDI-R behavior scales. However, as previously stated
the current study’s utilization of a person-centered approach allowed for the below
average sexual addict profile to emerge. That these individuals are present in a sample of

86
individuals diagnosed with and receiving treatment for sexual addiction and are not
reporting high levels of psychological distress or impairment is important to note.
The current study shared a number of similarities to the study conducted by Reid
and Carpenter (2009) that compared individuals presenting for outpatient treatment for
hypersexual disorder with the MMPI-2 normative sample. These researchers reported that
as a whole their sample demonstrated higher levels of distress, anxiety and depression
than the normative MMPI-2 sample, which was fairly consistent with the current study’s
finding. Their sample was also higher on social alienation, which was not found in the
current sample.
Similar to the current study, Reid and Carpenter (2009) used a person-centered
approach, cluster analysis, to identify four subgroups of their sample based upon their
MMPI-2 scale scores. One of classes contained 38% of the sample and showed few to no
elevations on the MMPI-2, comparable to the BAVG class in the current study. Another
class of individuals had moderately elevated profiles that suggested they were engaging
in antisocial behaviors, experiencing anxiety and reporting unusual sensory experiences.
A number of classes in the current study reported similar issues and this class does not
neatly fit with any one class identified in the current study. A third class identified by
Reid and Carpenter (2009) appeared more pathological and had issues with depression,
anxiety, social inhibition and unusual sensory experiences. Once again, apart from the
social inhibition, a number of classes in the current study reported similar psychological
concerns and Reid and Carpenter’s third class is not overly similar with any one class
identified by the current study. Finally, these researchers found a fourth class that
appeared the most distressed and had issues with anxiety, depression, social inhibition,
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somatic concerns, antisocial behaviors, paranoia and unusual sensory experiences. Save
for the social inhibition, this class shares a number of similarities with the EAD class.
Notably, substance abuse was not reported to be higher in any of the classes identified by
Reid and Carpenter, unlike the higher levels reported in HDP and EAD in the current
study.
It should be noted that Reid and Carpenter (2009) did not compare the classes
they identified on the sexual behaviors in which they engaged. Therefore it is impossible
to discuss the differences or similarities in the classes from the two studies based on
sexual behaviors. One benefit of the current study is that it included information about
sexual behaviors as well as personality and psychopathology variables and allows for a
more thorough picture of potential subclasses of sexual addicts to emerge.
Consistent with Bancroft et al. (2003) study that demonstrated a relation between
negative mood states and engaging in sexually addictive behaviors, results of the current
study indicated that people presenting for sexual addiction treatment are reporting higher
levels of negative emotionality than individuals in the MMPI-2-RF normative sample, as
demonstrated by a number of higher than average MMPI-2-RF scale scores (e.g., EID,
RCd, RC2, RC7, NEGE-r). However, the results of the study do not allow for statements
regarding directionality of this association (i.e., whether sexual behaviors are engaged in
to reduce negative emotions or whether sexual behaviors result in negative emotions).
They do, however, indicate the need for thorough assessment of sexually addictive
behaviors (such as a functional analysis) and a good case conceptualization, including
consideration of potentially maladaptive personality traits and other psychopathology, in
order to develop individualized treatment plans.
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Finally, Carnes (1991) found that homosexual men presenting for sexual
addiction treatment reported higher levels of concurrent substance use and sexual
behaviors than heterosexual men and women presenting for treatment (60% vs. 40%,
respectively). Further, Kelly et al. (2009) reported that homosexual and bisexual men in
general were more likely to report using illegal substances. These results were consistent
with the current study’s findings that demonstrated an overrepresentation of homosexual
men in the EAD class, a subset of men who reported higher levels of drug use to increase
sexual arousal or pleasure and had reported higher levels of substance abuse on the
MMPI-2-RF. However, members of HDP also reported higher levels of drug use during
sex and higher substance abuse scores but were not more likely to report being
homosexual.
Consequences of Sexual Behavior Differences Between the Classes
Consistent with Kafka’s (2010) contention that people experience a number of
negative consequences of their sexual addiction (including marital problems, financial
difficulties and sexually transmitted diseases) participants in the current study reported
experiencing a number of significant problems as a result of their sexual behaviors. The
total sample reported experiencing an average of 23.56 (SD =13.18) total consequences;
however, there were some notable differences in consequences reported between the
classes. Overall, individuals in EAD reported experiencing the highest average number of
total consequences (M = 41.38, SD=11.68) as a result of their sexual behaviors and had
the highest average of consequences in every category. Members of EAD reported
experiencing an average of 1.75 (SD=1.18) legal consequences as a result of their sexual
behaviors and had significantly more legal consequences than members of BAVG and
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AVG. This finding is to be expected given the high-risk, illegal behaviors this class
engaged in frequently, including exhibitionism, voyeurism and having anonymous sexual
encounters in public. This group also reported the highest average number of financial
consequences (M = 6.63, SD = 3.83) and had significantly more financial consequences
as a result of their sexual behaviors compared to BAVG and AVG. It is possible the costs
associated with their legal problems could be related to their higher number of financial
consequences. The EAD class also had significantly more physical problems due to
sexual behaviors than individuals in BAVG, AVG and ATP. It is likely that the high-risk
sexual behaviors they reported engaging in, particularly having sex with strangers and
higher levels of substance use, are resulting in a number of physical consequences,
potentially including higher rates of sexually transmitted diseases and physical problems
related to drug use.
In contrast, BAVG individuals reported experiencing the fewest average number
of total consequences due to their sexual behaviors (M = 16.15, SD = 10.19) and had the
lowest number of consequences in every category. They endorsed significantly fewer
physical consequences than all other classes and less affective, financial and loss of
control consequences than members of HDP, AVG and EAD. Finally, members of
BAVG reported significantly fewer spiritual consequences and problems with friends and
family as a result of the sexual addiction than members of AVG.
Implications from the Current Study for Sexual Addiction
Conceptualizations and Diagnoses
Carnes (1998) argued that having accurate descriptions of patients’ sexually
addictive behaviors and presenting problems can help legitimize the field of sexual
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addiction and determine what these behaviors should be called. The current study may
help clarify some of the conceptual issues related to sexually compulsive behaviors. For
example, results of the current study support Bancroft and Vukadinovic’s (2004)
suggestion that conceptualizing sexually addictive behaviors as only a behavioral or
impulse control problem is too simplistic and does not fully capture the other concurrent
presenting concerns these individuals may have. Further, based upon the current findings
the idea that people are engaging in sexually addictive behaviors due to behavioral
control deficits may not be accurate for all sexual addicts, as none of the group mean
BXD scores were above the clinical cutoff of 65 and the BAVG members did not report
any problems associated with behavioral dysfunction. Viewing sexually addictive
behaviors as a merely compulsions carried out to relieve obsessions may also be too
simplistic given the multitude of other issues the current sample’s participants reported.
The results of the current study provide further support against the utility and
appropriateness of assigning a diagnosis of Sexual Disorder, Not Otherwise Specified
(NOS) or a paraphilic disorder to people presenting with sexually addictive behaviors due
to the patterns of symptoms, sexual behaviors and consequences these individuals report.
Sexual Disorder, NOS or a paraphilic disorder are too simplistic of diagnoses to fully
capture the variety of sexual behaviors individuals with sexual addiction engage in or
their comorbid presenting concerns and cannot fully account for the differences in
presentations in the classes identified by the current study. It also does not fully capture
the similarities that individuals reporting engaging in sexually addictive behaviors share
including engaging in compulsive sexual behaviors, being distressed about their actions
and experiencing a number of consequences due to their sexual behaviors. Further, as
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stated previously, none of the symptom criteria for Sexual Disorder, NOS or paraphilias
appropriately defines the sexual addiction process or behaviors. Thus, utilizing these
diagnoses for these individuals would not fully capture the complexity and similarities in
symptoms of these individuals or help communicate the complexity of the behaviors and
concerns of these patients to other clinicians. Finally, insurance companies are not likely
to reimburse for treatment of Sexual Disorder, NOS (Irons & Schneider, 1996) which
limits the treatment options for people presenting for treatment of sexually addictive
behaviors due to the high cost usually associated with these psychological interventions.
Developing a diagnostic category that better accounts for these behaviors, such as sexual
addiction or hypersexual disorder, may increase the likelihood that insurance companies
will pay for these services and allow more people to get desperately needed
psychological help to treat their sexually addictive behaviors.
The DSM-5 (American Psychiatric Association, 2013) does not include
Hypersexual Disorder or any diagnostic category to capture the unique symptoms and
concerns of individuals engaging in compulsive sexual behaviors, despite the DSM-5 task
force results that demonstrated high reliability and validity of the diagnosis in a field
study (Reid et al., 2012). One reason for the exclusion could be that sexual addiction may
not be viewed as a psychological disorder due to the high level of heterogeneity that is
typically seen in people engaging in sexually addictive behaviors (Levine, 2010).
However, it is possible that the subclasses of sexual addiction identified in the current
study may account for the heterogeneity of symptom presentation. In this way sexual
addiction may be conceptualized as similar to substance use disorders. People with
substance use disorders all have similar core symptoms of the disorder, including
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continued use of substances despite negative consequences, difficulty controlling use and
impairment in functioning; however, as with sexual addiction, the substances used, the
individual’s behaviors and the negative consequences of use can vary widely depending
upon the individual. Thus, although the symptoms and behaviors of the subclasses of
sexual addiction may differ that should not be interpreted as there being no common
driving mechanism or similarities between the classes.
Giguliano (2008) indicated that understanding the developmental progression of
sexual addiction changes could be important for advancing sex addiction as a diagnostic
category. The current study addresses this issue by demonstrating that younger
individuals may actually report higher levels of sexual sensation seeking, but that over
time engagement in sexually addictive behaviors may actually decline and become less
risky. Further, younger participants reported experiencing a higher number of negative
consequences as a result of their sexual behaviors than older participants did. These
results suggest that perhaps as individuals with sexual addiction age they may become
less impulsive and engage in less high-risk behaviors that would be likely to result in
negative consequences. However, to better understand the developmental nature of sexual
addiction longitudinal studies are needed in order to rule out potential cohort effects.
More support for a common diagnosis among the current study’s participants
comes from the reported consequences of their sexual behaviors. The high number of
consequences all five of the classes reported experiencing as a result of the sexual
behaviors suggests they are experiencing social, occupational, physical and legal
impairment due to their sexual addiction. One hallmark of psychological disorders is that
the symptoms or behaviors result in impairment in functioning, which has been clearly
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demonstrated as occurring in the current sample. Further, impairment in functioning is
likely the most important criterion available to best distinguish normal sexual behaviors
from sexual addiction. Taken together, the results of the current study can be added to the
research base to support the legitimacy of sexual addiction as a psychological disorder
given the similarities of individuals presenting for treatment of sexually addictive
behaviors, the related psychopathology and the significant negative effects that these
individuals are encountering as a result of their sexually addictive behaviors.
Implications for Assessment of Sexual Addiction
The results of the current study further support the need for thorough assessment
of personality and comorbid psychopathology in individuals presenting for treatment of
sexually addictive behaviors due to the subclasses that emerged with distinct sexual
behaviors, problems and concerns that needed to be addressed. This assessment should
include a thorough interview with a functional analysis to determine how, when and why
people engage in sexual behaviors in order to design effective interventions. This study
also supports the usefulness of administering the SDI-4.0 to people presenting for
treatment of sexual addiction in order to develop a better understanding of the sexual
behaviors in which they are reporting engaging. If a treatment provider does not conduct
a thorough assessment, not just of sexual addiction behaviors but also of personality and
other psychopathology, he or she would not be able to develop a fully informed case
conceptualization. For example, members from HPD, AVG and ATP reported
moderately elevated levels of self-doubt. If someone presenting for treatment did not
complete a full intake evaluation the treatment provider may have missed this key
information and a possible target for therapeutic intervention. If self-efficacy and hope
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building did not occur in treatment to address this issue the client may continue to doubt
his ability to handle the situation and could end up terminating early. Therefore, a careful
assessment is imperative to designing and implementing effective treatments.
There were a number of clinically significant differences on MMPI-2-RF scales
between the current study’s sample and the MMPI-2-RF normative sample. These
differences suggest the possible benefits of including an MMPI-2-RF comparative sample
of individuals presenting for sexual addiction treatment. Having a comparison sample
may help clinicians who treat sexual addiction to have a better understanding of how
clients compare to people with similar presenting problems as opposed to a normal
population. For example, the average RCd score of the current sample was 61.71, more
than one standard deviation away from the mean of 50. If someone presents for sexual
addiction treatment and obtains an RCd T-score of 61 they would appear significantly
more demoralized than the average person and rightfully so. However, they would be
reporting an average amount of demoralization for someone getting sexual addiction
treatment. Thus, having an MMPI-2-RF comparison sample of people presenting for
sexual addiction treatment may help clinicians develop a more complete picture of their
clients, especially when compared to people with similar presenting concerns.
Of special consideration, individuals in EAD reported high levels of neurological
and cognitive complaints which may be related to their sexual addiction and could result
in them engaging in risky sexual behaviors due to a potential inability to think adequately
about the consequences of their behaviors. While these issues could potentially be related
to symptoms of depression or anxiety they could also possibly be related to a potential
neurological problem. As such, individuals presenting for treatment engaging in these
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types of behaviors may benefit from participating in a neuropsychological assessment in
order to rule out any potential neurological deficits or problems. This issue once again
speaks to the necessity of completing a thorough assessment of individuals presenting for
treatment in order to develop a coherent case conceptualization and to design and
implement effective treatments.
Sexual Addiction Treatment Implications
One strength of the current study is that it utilized assessment data from clinical
samples of individuals presenting for treatment of sexual addiction, a population that has
historically been difficult to research (Giugliano, 2008). Therefore, the findings from the
current study can generalize to other patients who are receiving treatment for sexual
addiction. This study answers Schneider and Irons (2001) call for the identification of
subclasses of sexual addicts based on behaviors in order to develop more efficient and
individualized treatments. Participants in the current study reported experiencing a
number of consequences as a result of their sexual behaviors, including physical,
financial, relationship and legal problems. These consequences not only affect the
individuals who report them, but also can have meaningful and serious repercussions for
their family members and friends, as well as society as a whole. For example, people who
engage in risky sexual behaviors, such as having sex with strangers and using illegal
substances, may be more likely to spread sexually transmitted infections to their sexual
partners. Also, families may be torn apart by divorce or feel the negative impact of the
financial or legal problems experienced by a family member with sexual addiction.
Hence, developing effective treatments for sexual addiction may help reduce the serious
negative consequences associated with these behaviors for the sexual addict, their family
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and friends and society as a whole. It is possible that taking the five identified classes of
sexual addicts into account when developing sexual addiction treatment may lead to more
effective treatments being designed.
This study underscores the necessity of individualizing treatment based upon
clients’ presenting concerns and sexual behaviors, but it also supports the potential for
some common treatment themes. For example, the majority of participants in the current
study reported moderate levels of internalizing and emotional problems such as
depression and anxiety. In order to increase the likelihood that sexual addiction treatment
will be effective it is imperative that these comorbid emotional problems are also
addressed. Individual or group therapy for depression of anxiety may be an appropriate
component of sexual addiction treatment for those individuals who present with these
issues. A referral to a psychiatrist for antidepressant medication may also be appropriate
in some cases. Treatment with antidepressants often has the side effect of decreased
sexual arousal and Stein et al. (1992) reported a reduction in sexually addictive behaviors
when clients were treated with SSRIs. It is unclear if this reduction is simply a side effect
of the medication or a result of reducing negative emotions that may have previously
resulted in engaging in sexual behaviors in an effort to reduce them. Either way, it may
have the potential to reduce the likelihood of relapse to sexual addiction. Similarly, four
of the five classes reported difficulty with behavioral regulation, therefore, a treatment
protocol for sexual addiction may benefit from the inclusion of behavioral interventions
such as impulse control strategies.
It is important to note that not having a diagnostic category may hinder the
development of effective treatments for sexual addiction. It may also limit insurance
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company reimbursement for treatment of sex addiction. As discussed previously,
participants in the current study earned an average of $168,000 a year and were able to
afford costly sexual addiction treatment. However, individuals with lower incomes are
not likely able to afford this expensive treatment even if they do have insurance. Thus,
the lack of access to treatment for sexually addictive behaviors further underscores the
need for a clear diagnostic category that accurately describes the behaviors and symptoms
of these individuals.
Limitations and Future Research
As previously mentioned Classes Two, Four and Five all had smaller numbers of
participants which made identifying statistically significant differences between the
classes difficult. While the lower percentages represented by these classes is to be
expected given the low base rates for engaging in these types of sexual behaviors (i.e.,
exhibitionism, voyeurism, humiliation/domination and using power and money to obtain
sexual favors), the smaller numbers yielded lower statistical power for detecting
difference between the groups. Future research should focus on increasing the total
sample size in an effort to determine if the classes identified in the current study remain
stable and if so, to increase the number of participants in the smaller classes in order to
increase the power to find statistically significant differences between the classes.
The participants in the current study were fairly homogenous demographically,
being mostly white, highly educated, heterosexual, married men with high incomes. Our
sample was fairly consistent with the typical individual who presents for sexual addiction
treatment as Levine (2010) reported that these individuals tend to have higher levels of
education and income due to the high cost of these treatments. Further, all of the
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participants in the current study were previously diagnosed with sexual addiction and
were obtaining treatment for this issue. Future research may benefit from comparing the
frequency of sexual behaviors of people diagnosed with sexual addiction to the frequency
of these behaviors reported by a normal sample. Also, it may be that due to the high cost
of sexual addiction treatment that the current sample may not accurately reflect the
characteristics of a broader range of sexual addicts, but may instead be more
representative of those individuals with higher incomes that can afford to pay for the
treatment. As such, future efforts should be aimed at including data from individuals who
are engaging in sexually addictive behaviors but are not able to afford expensive
psychological treatments. Particular attention should be paid to increasing the diversity of
the sample in terms of age, race, level of education, income, marital status and sexual
orientation in order to increase the generalizability of the results.
The sample included very few women, which is consistent with previous research
that demonstrated sexually compulsive behaviors are more common in men than women
(Dodge et al., 2004). However, due to the low number of women who participated in the
current study only male participants’ data was able to be analyzed. It is likely that women
who engage in sexually addictive behavior and present for treatment engage in different
patterns of behaviors and differ from men in terms of their presenting concerns.
Therefore, future research should focus on obtaining data from more women and
exploring the potential differences between men and women presenting for treatment of
sexually addictive behaviors.
Finally, the current study did not assess different treatments or outcomes of
treatment for sexual addiction. Future research should focus on the development of more
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efficacious treatments for people presenting with sexually addictive behaviors. Treatment
developers should utilize the current study’s findings of different classes of individuals
based upon the sexual behaviors they reported engaging in and the identified differences
in co-morbid presenting concerns in order to develop more individualized treatments. For
example, a treatment protocol designed for individuals who most resemble members of
EAD may benefit from including a substance abuse treatment component as these
individuals reported higher levels of using substances while engaging in sexual
behaviors. If different treatment protocols are developed outcome studies examining the
differences in efficaciousness between the treatments should also be conducted.
Conclusions
The current study identified five latent classes of men presenting for treatment of
sexual addiction based upon their sexual behaviors using Latent Profile Analysis.
Participants in the current study shared a number of presenting concerns including
engaging in compulsive sexual behaviors, being distressed about their actions and
experiencing negative consequences related to their addiction. These similarities suggests
these individuals’ presenting concerns may be best accounted for by shared phenomenon,
such as a diagnosis of sexual addiction. However, the results of the current study also
suggested that these classes differed in terms of personality traits, psychopathology,
demographic variables and the types and number of consequences related to their
sexually addictive behaviors. Therefore, careful assessment and treatment planning
should be conducted to address these differences and to develop the most effective
treatment interventions.
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APPENDIX A
INSTITUTIONAL REVIEW BOARD NOTICE OF COMMITTEE ACTION
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APPENDIX B
SEXUAL DEPENDENCY INVENTORY-REVISED (SDI-4.0) BEHAVIOR SCALE
DESCRIPTORS AND INTERNAL CONSISTENCIES OF CURRENT SAMPLE
SDI-4.0 Behavior
Scale
Networking for
Anonymous Sex
Conquest

Cruising Behavior

Drug Interaction
Exhibition
Exploitive SexChildren
Exploitive SexTrust
Fantasy &
Consequences

Home-Produced
Pornography
Humiliation &
Domination
Intrusive Sex

Object Sex
Pain Exchange
Paying for SexCommercial
Paying for SexPower
Phone Sex

Behaviors Measured by Scale
Using the internet or advertisements to meet
sexual partners, having sex with anonymous
partners
Having multiple relationships at the same time,
having affairs and one night stands, making
inappropriate sexual advances
Engaging in sexual behaviors with strangers in
public places (public restrooms, rest stops, parks,
etc.), Exposing yourself in showers or public
restrooms
Using drugs to increase sexual experiences or
trading or receiving drugs for sex
Exposing oneself to others in public
Forcing sexual activity onto a minor, looking at
child pornography
Using power to gain sexual favors or engaging in
sexual behaviors with clients or employees
Obsessing about sex, neglecting responsibilities,
sexualizing people or things that are not sexually
explicit, experiencing negative emotions between
or after sexual encounters
Creating personal pornography (video, pictures,
stories) for repeated use
Using websites that specialize in bondage and
pain, seeking humiliating or degrading sexual
experiences
Disclosing personal sexual information in
inappropriate contexts, telling sexually explicit
stories at inappropriate times
Using objects (on oneself or someone else) to
enhance sexual pleasure
Inflicting or giving harm, pain or degradation for
sexual gratification
Paying someone for sex, going to massage parlors,
using escort services, watching peep shows
Using money or influence to gain sexual favors,
supporting someone in exchange for sex
Participating in phone sex, paying to use a phone
sex line

α
.922

.808

.804

.816
.760
.358
.788
.895

.760
.825

.777

.836
.799
.840
.802
.861
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SDI-4.0 Behavior
Scale
Pornography Use

Relationship
Addiction
Swinging & Group
Sex
Voyeurism &
Covert Intrusion

Behaviors Measured by Scale
Owning, collecting and using pornographic
material in various formats (computerized, book,
videos, magazines, etc.)
Being obsessive or preoccupied with relationships,
using sex to find love, needing to be sexual in
order to feel good about yourself
Swapping partners, hosting or attending swingers
parties, being a member of a sex club,
participating in group sex
Watching people who are not aware they are being
watched for sexual gratification, following
someone you know without their knowledge,
frotteurism

α
.835

.829

.813

.817
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APPENDIX C
MINNESOTA MULTIPHASIC PERSONALITY INVENTORY-2-RESTRUCTURED
FORM SCALE ABBREVIATIONS
Scale Abbreviation
Higher-Order

Scale Name
EID Emotional/Internalizing Dysfunction
THD Thought Dysfunction
BXD Behavioral/Externalizing Dysfunction

Restructured Clinical
RCd Demoralization
RC1 Somatic Complaints
RC2 Low Positive Emotions
RC3 Cynicism
RC4 Antisocial Behavior
RC6 Ideas of Persecution
RC7 Dysfunctional Negative Emotions
RC8 Aberrant Experiences
RC9 Hypomanic Activation
Somatic Cognitive/ Internalizing
MLS Malaise
GIC Gastrointestinal Complaints
HPC Head pain Complaints
NUC Neurological Complaints
COG Cognitive Complaints
SUI Suicidal/Death Ideation
HLP Helplessness/Hopelessness
SFD Self-Doubt
NFC Inefficacy
STW Stress/Worry
AXY Anxiety
ANP Anger Proneness
BRF Behavior-Restricting Fears
MSF Multiple Specific Fears
Externalizing and Interpersonal
JCP Juvenile Conduct Problems
SUB Substance Abuse
AGG Aggression
ACT Activation
FML Family Problems
IPP Interpersonal Passivity
SAV Social Avoidance
SHY Shyness
DSF Disaffiliativenss
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Scale Abbreviation
Interest

Scale Name

AES Aesthetic-Literary Interests
MEC Mechanical-Physical Interests
Personality Psychopathology Five
AGGR-r Aggressiveness-Revised
PSYC-r Psychoticism-Revised
DISC-r Disconstraint-Revised
NEGE-r Negative Emotionality/Neuroticism-Revised
INTR-r Introversion/Low Positive Emtionality-Revised
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APPENDIX D
CLASS DESCRIPTORS AND EXTERNAL CORRELATES
Class One (n=243)-Below Average (BAVG)
Sexual Behaviors:
External Correlates:
Below average frequencies on all of the
Slightly older, more likely to be married.
SDI-4.0 behavior scales.
Lowest levels of psychopathology with
average or below average scores on the
MMPI-2-RF. Slightly higher levels of
introversion.
Reported fewest consequences as result of
their sexual behaviors
Class Two (n=35)-Humiliation/Domination/Pain (HDP)
Sexual Behaviors:
External Correlates:
Higher frequencies of humiliation,
Highest levels of emotional and
domination and pain exchange sexual
internalizing problems, including
behaviors. Higher levels of pornography
propensity to become angry. Highest levels
use and creation, engaging in sexually
of behavioral dysregulation, antisocial
inappropriate discussions and utilizing
behaviors and substance abuse. High levels
objects and drugs to increase sexual
of unusual sensory experiences and family
pleasure and arousal.
problems.
Class Three (n=199)-Average (AVG)
Sexual Behaviors:
External Correlates:
Average frequencies on most of the SDIHigher levels of demoralization, emotional
4.0 behavior scales. Slightly higher levels
and internalizing problems and behavioral
of obsessing about sex, neglecting
dysregulation.
responsibilities and experiencing negative
emotions between or after sexual
experiences
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Class Four (n=21)-Exhibitionism/Anonymous/Drugs (EAD)
Sexual Behaviors:
External Correlates:
High levels of exhibitionism, sex with
More likely to be homosexual.
strangers in public places, group sex, pain
Appeared to be in the highest amount of
exchange, swinging activities, using drugs distress and reported higher levels of
and objects to increase sexual pleasure.
internalizing and emotional problems,
Also had high levels of disclosing
somatic and cognitive concerns and
inappropriate sexual information and
behavioral dysregulation. Reported high
having multiple relationships at one time.
levels of antisocial behaviors, substance
Appeared the most pathological and
abuse, unusual sensory experiences and
reported engaging in a number of high-risk family problems.
sexual behaviors.
Highest number of consequences as a result
of their sexual behaviors, including most
legal, financial and physical consequences.
Class Five (n=34)-Abuse of Trust/Power (ATP)
Sexual Behaviors:
External Correlates:
Consisted of individuals who use their
Slightly older and higher average income.
power and financial resources to aid their
Moderate level of distress. Higher levels of
sexually addictive behaviors and who may cynicism, behavioral dysregulation,
also be preoccupied with multiple
antisocial behaviors and paranoia.
simultaneous sexual relationships.
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